Evaluating Resilience Factors in the Face of Traumantic Events : A Study of ZAKA, an Israeli Disaster Rescue Service. by Fine, Howard.
Evaluating Resilience Factors in the Face of 
Traumatic Events: A study o f ZAKA, an Israeli 
disaster rescue serviee
by
Howard Fine
Submitted for the degree of Doctor of Psychology (Clinical Psychology)
Volume 1
Department of Psychology 
School of Human Sciences 
University of Surrey
2004
© Howard Fine 2004
ProQuest N um ber: 27558531
All rights reserved
INFORMATION TO ALL USERS 
The quality of this reproduction is dependent upon the quality of the copy submitted.
In the unlikely event that the author did not send a com p le te  manuscript 
and there are missing pages, these will be noted. Also, if material had to be removed,
a note will indicate the deletion.
uest
ProQuest 27558531
Published by ProQuest LLO (2019). Copyright of the Dissertation is held by the Author.
All rights reserved.
This work is protected against unauthorized copying under Title 17, United States C ode
Microform Edition © ProQuest LLO.
ProQuest LLO.
789 East Eisenhower Parkway 
P.Q. Box 1346 
Ann Arbor, Ml 48106- 1346
Table o f  Contents
VOLUME 1 CONTENTS
Page
Introduction to the Portfolio 4
Copyright statement 5
Acknowledgments
Academic Dossier
Overview of the Academic Dossier 6
Adult Mental Health Essay 7
‘‘Compare and contrast the evidence fo r  two different 
theoretical models o f  Eating Disorders. What implications 
does this have fo r  the delivery and provision o f  clinical 
services fo r  people with Eating Disorders? ”
People with Learning Disabilities Essay 37
“Critically review the current status o f the assessment and 
treatment o f  dementia in adults with learning disabilities ”
Children, Adolescents, and Families Essay 59
“Critically discuss any two psychoanalytic concepts that a 
Clinical Psychologist might use to enhance their 
understanding and practice in work with children ”
Older Adults Essay 81
“What factors in Older Adults (a) cause “Depression ” and 
(b) are addressed in treating depression psychologically ”
Clinical Dossier
Overview of the Academic Dossier 111
Adult Mental Health Core Placement
Placement Summary 112
Case Report Summary 113
People with Learning Disabilities Core Placement
Placement Summary 116
Case Report Summary 117
Children, Adolescents and Families Core Placement
Placement Summary 120
Case Report Summary 121
Table o f  Contents
Page
Older Adults Core Placement 
Placement Summary 
Case Report Summary
Paediatric Psychology Specialist Placement 
Placement Summary 
Case Report Summary
Traumatic Stress Specialist Placement 
Placement Summary
124
125
128
130
133
Research Dossier
Overview of the Research Dossier 134
Research Log Book 135
Service Related Research Project 140
exploratory study evaluating sta ff knowledge, attitudes, 
and implementation o f Clinical Governance within a Child and 
Adolescent Mental Health Service (CAMHS) Directorate’"
Qualitative Research Project 168
“The expectations and experiences o f  a reflective practitioner 
group using a co-operative enquiry approach ”
Maj or Research Proj ect 196
“Evaluating Resilience Factors in the Face o f  Traumatic 
Events: A study o f  ZAKA, an Israeli disaster rescue service”
Introduction to the Portfolio
INTRODUCTION TO THE PORTFOLIO -  VOLUME 1
This portfolio contains a selection of work completed during the PsychD in Clinical 
Psychology training course. Volume 1 comprises the academic dossier, consisting of 
the four essays written as requirements of the PsychD, the clinical dossier, containing 
summaries of the six placements completed over the three years of the course; 
summaries of five formal case reports; and the research dossier, comprising the 
research log book, the service related research project completed in Year 1, the 
qualitative research project completed in Year 2, and the major research project 
completed in Year 3.
Volume 2 of the portfolio comprises the clinical dossier containing the five case 
reports, the placement contracts and logbooks, examples of clinical correspondence, 
and placement evaluation forms. Due to the confidential nature of the clinical 
material, this volume will be kept within the Clinical Psychology department o f the 
University of Surrey.
The work presented in this portfolio reflects the range of client groups, presenting 
problems and psychological approaches covered during the course. Within each 
dossier, the work is presented in the order in which it was completed to illustrate the 
development of my clinical, academic, and research skills during the period of 
training.
Copyright Statement
COPYRIGHT STATEMENT
No part of this portfolio may be reproduced in any form without written permission 
of the author, except by the University of Surrey librarian for legitimate academic 
purposes.
© Howard Fine, 2004
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PsychD training course. The essays were written over the four core clinical 
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The essays are presented in the order in which they were written, and therefore the 
Adult Mental Health essay is presented first, followed by the People with Learning 
Disabilities essay, the Child and Family essay, and finally the Older Adult essay.
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Compare and contrast the evidence for 
two different theoretical models of 
Eating Disorders. What implications 
does this have for the delivery and 
provision of clinical services for people 
with Eating Disorders?
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Adult Mental Health Essay
Compare and contrast the evidence for two different theoretical models of 
Eating Disorders. What implications does this have for the delivery and 
provision of clinical services for people with Eating Disorders?
1. INTRODUCTION
Eating disorders (EDs), may be characterised by acute disturbances in eating, for 
example a restriction on food intake or binge eating, or excessive concern about body 
image or body weight, and are prevalent in adolescent girls and young women. EDs 
includes Anorexia Nervosa (AN), Bulimia Nervosa (BN), Binge Eating Disorder 
(BED), and Eating Disorder Not Otherwise Specified (EDNOS), as described by the 
Diagnostic and Statistical Manual of Mental Disorders (DSM-IV) (American 
Psychiatric Association, 1994). For the purpose of this discussion, EDs will be 
limited to AN and BN due to their specific diagnostic criteria (Vitousek, 1996), as 
well as overlap in psychopathological features (Herzog, Nussbaum, & Marmor,
1996). Despite the incidence of EDNOS being higher than for AN and BN, there is a 
greater amount of evidence based research and discussion for AN and BN.
EDs may be rooted in a combination of genetic (Kendler et al., 1991), neurochemical 
(Brewerton, 1995; Kaye & Weltzin, 1991), psycho-developmental (Bruch, 1973), and 
socio-cultural (Gamer & Garfinkel, 1985b) factors. They may be associated with 
potential medical complications, although they often remain concealed and untreated 
(Crisp, Callender, Halek, & Hsu, 1992). In the past decade, randomised controlled 
clinical trials have established the efficacy of a variety of psychological models of 
intervention in the treatment of AN and BN. In order to compare and contrast the 
empirical evidence base for two different theoretical models, the discussion will focus 
on Cognitive Behavioural (CB) and Family Systems (FS) models of EDs. These 
major models will be discussed in terms of the current evidence of their validity and 
effectiveness, as well as considering the implications for the delivery and provision of 
clinical services for people with EDs. Initially however, the essay will define and 
outline AN and BN.
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2. OVERVIEW OF ANOREXIA NERVOSA AND BULIMIA NERVOSA
The prevalence of EDs have been reported that between 0.5% and 2% of young adult 
women meet the criteria for AN or BN (Fairbum, Phil, & Beglin, 1990; Hoek, 1995; 
Shisslak, Crago, & Estes, 1995), of which, 28.5% are diagnosed with BN, and 20% 
with AN (Bell, Clare, & Thom, 2001). Although disordered eating occurs 
significantly more frequently in women (Andersen, 1995), AN and BN amongst men 
have been well documented (Carlat, Camargo, & Herzog, 1997). About half of those 
who have AN or BN make a full recovery, approximately 30% make a partial 
recovery, and 20% make no significant improvement in symptoms (Keel & Mitchell,
1997).
AN* may be characterized by undue weight loss (to below minimal normal weight 
for age and height^); an intense fear of gaining weight; disturbed personal body 
image, and in women, amenorrhea (American Psychiatric Association, 1994). AN 
has an incidence rate of 0.004 -  0.01 per year (Bell et al., 2001).
BN^ may be characterised by recurrent episodes of binge eating involving a sense of 
lack of control; persistent use of compensatory behaviours to prevent weight gain, 
such as self-induced vomiting, using laxatives or diuretics, restrictive eating, or 
exercise; preoccupation with body image which unduly influences self-evaluation 
(American Psychiatric Association, 1994). BN has a reported incidence rate of 
0.0114 -  0.0135 per year (Bell et al., 2001).
AN and BN are often accompanied by mood, anxiety, and personality disorders. 
Suicidal behaviour has been reported to accompany AN and BN and is a major 
contributor to the high mortality rate among anorexics (Harris & Barraclough, 1997). 
BN has been associated with reported substance abuse, and AN has been 
accompanied by obsessive-compulsive disorder (Herzog et al., 1996).
3. THE COGNITIVE BEHAVIOURAL MODEL
Based on the work of Aaron Beck (1976), the Cognitive Behavioural (CB) model 
was developed for the treatment of ‘emotional disorders’. Fairbum (1997), argues
’ DSM-IV diagnostic criteria for AN are described in Appendix 1.
 ^A representation o f weight ranges according to the Body Mass Index are described in Appendix 3. 
 ^DSM-IV diagnostic criteria for BN are described in Appendix 2.
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that AN and BN are in essence cognitive disorders, and CB behavioural models have 
been adopted and adapted for interventions with EDs, specifically by Gamer & 
Bermis (1985a) for AN, and by Fairbum (1985) for BN. These specific models will 
be discussed following an outline of the CB model in relation to EDs.
Beck postulated that emotional responses are a result of how individuals stmcture 
their experience, and therefore behavioural and mood disorders are based on a set of 
symptoms that arise from a triad of negative beliefs, about oneself (e.g. being 
unworthy and inadequate), the world (e.g. filled with obstacles), and the future (e.g. 
unchangeable and pervasive hopelessness). The primary goal of the CB model is to 
understand how an individual’s negative thoughts and feelings are associated with 
environmental influences (Hawton, Salkovskis, Kirk, & Clark, 1989). In terms of 
both AN and BN models, a strong emphasis is placed on beliefs about body shape and 
weight, and their association with the individual’s sense of self-worth, due to the 
perceived element of control. This sense of control may interact with established 
dysfunctional beliefs and values with regard to body weight and shape, and food 
intake, therefore perpetuating a dissatisfaction with actual body weight and shape 
(Fairbum, 1997). It is important to make clear how these dysfunctional beliefs 
influence feelings during certain events (e.g. eating -  “I am a bad/weak person”) and 
what beliefs and feelings are associated with the consequences of certain behaviours 
(e.g. purging -  ‘7  feel guilty fo r  eating too much""). As a result, extreme methods of 
intense and rigid dietary restriction (mediated by factors such as dichotomous 
thinking and perfectionism) are used in order to achieve an ‘ideal’ weight.
3.1 CB model for AN
The CB model for AN emphasises the importance of maladaptive core cognitions in 
the development and maintenance of EDs. These cognitions are held to be rigid and 
extreme beliefs and mles, that govem one’s perception o f various situations (Beck, 
1995). The psychological and physiological features of AN, such as the fixation with 
food, eating, weight and body shape, lead to social withdrawal and mood lability, 
which maintain the ED (Fairbum, Shaffan, & Cooper, 1998; Vitousek, 1996).
Wilson (1999) and Fairbum, Shaffan and Cooper (1998) describe the CB 
development and maintenance of AN, which addresses the key issue o f self-control'*.
'* Slade (1982) suggest that ‘control’ is a fundamental cognitive component.
12
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In particular, Fairbum and colleagues (1998), presented three mechanisms which they 
considered to maintain AN. Primarily, successfully restraining one’s dietary intake 
will directly increase one’s sense of control and self-worth, therefore reinforcing the 
drive for thinness and the belief in the body weight ideal. As well as restricting the 
food intake, anorexics may avoid situations related to food, such as family meals or 
social events, as these situations raise anxieties conceming being socially judged as 
well as challenging the drive for thinness. Therefore the avoidance of such situations 
negatively reinforce the ‘drive’ (Gamer & Bemis, 1985a), as well as raising the 
feeling of isolation and therefore increasing the focus on one’s thoughts and beliefs.
Secondly, the psychological and physiological effects of starvation, such as 
preoccupation with food and intense hunger which erodes the sense of control, 
reinforce the use of control over eating as a measure of general self-control and self- 
worth. Finally, the value that Westem Society places on an idealistic body weight, 
body shape, as a route to enhanced self-worth, may result in dysfunctional 
perceptions, thoughts, beliefs about body weight and shape, and consequent 
behaviour, whilst failing to yield opportunities to disconfîrm such dysfunctional 
beliefs.
3.2 CB model for BN
The CB model for BN, as presented by Fairbum (1985)^, suggests that a series of 
associations between low self-esteem^, perfectionist attitudes, beliefs about the 
importance of body shape and weight, and extreme dietary restraints, may lead to 
psychological and physiological developments that result in the loss of control, 
binging, and self-induced vomiting or purging (particularly at times of negative 
affect). Binge-eating increases negative self-evaluation (Anderson & Maloney, 2001; 
Cooper, 1997; Fairbum, 1997), anxiety about fatness and weight gain (Wilson, 1996), 
and guilt, therefore the individual may become more determined to restrict food 
intake, resulting in a vicious circle. The self-induced vomiting and other extreme 
forms of weight control are presentations of an individual’s attempt to negate the 
effects of binge eating, therefore purging is seen as compensating for binge-eating. 
Hence the result is that binge-eating is more likely to occur, and therefore establishing 
another vicious circle, the binge-purge cycle.
 ^Fairbum’s CB model for BN may be seen in Appendix 4.
 ^ It has been argued that individuals with BN judge their self-worth in terms o f their body weight and 
shape (Cooper & Fairbum, 1993).
13
Adult Mental Health Essay
4. THE FAMILY SYSTEMS MODEL
Family Systems (FS) models highlight the importance of the social context of the 
family in shaping the development of the individual through social interaction. Jones 
(1993) describes FS as a “group o f  elements in interaction with one another overtime, 
such that their recursive patterns o f  interaction form a stable context fo r  individual 
and mutual functioning"". FS view the behaviour of an individual as an expression of 
the role given within a context, and the consequent relationship this role maintains 
with other members of the family. FS practitioners observe circular patterns of 
behaviour in order to formulate specific models and rules of how the family processes 
interact in the development and maintenance of both AN and BN (Dare & Eisler,
1995).
There are several FS approaches that may be practiced though the two main 
contributors to the understanding and treatment of families of EDs were Salvador 
Minuchin and Mara Selvini-Palazzoli. Their work with families with an ED member 
led them to evolve effective and influential approaches to the treatment of families, 
respectively, the Structural (Minuchin, Rosman, & Baker, 1978) and Milan-Systemic 
(Selvini-Palazzoli, 1978) models. Both models observe the ‘enmeshed’ quality o f the 
FS, the suppression of autonomy in favour of family identity, and significant marital 
dysfunction involving the ED individual.
These contributors form the basis of more modem FS models (such as the 
Maudsley Model), and therefore rich in research material. Consequently, these core 
FS will be the main focus when referring to AN and BN models.
4.1 FS for AN
The FS model for AN maintains that the locus of pathology is deemed to be in the 
family rather than in the individual. Minuchin and colleagues (1978) described 
common structural characteristics in the ‘anorexic family’, including “enmeshment, 
over-protection, rigidity, lack o f  conflict resolution, and involvement o f  
psychosomatic individual in the regulation o f  family conflict ”. These characteristics 
may defined as:
14
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a. ‘Enmeshment’ refers to a style of families in which boundaries between members 
and generations are blurred or diffuse and in which there is little room for autonomy 
and privacy, where members intrude on each other’s thoughts and feelings.
b. ‘Over-protection’ is the high degree of concern for each other, especially in
relation to the symptomatic individual, which may therefore impede autonomy.
c. ‘Rigidity’ refers to the family’s inability to adapt to extra-familial stress. Gamer 
and Garfinkel (1985b) suggest that such characteristic difficulties may predispose a 
young person in a family to AN, specifically during times change, such as during a 
transitional age between childhood and adolescence, where demands for autonomy 
may surface.
d. ‘Lack of conflict resolution’ refers to a family’s overvaluing o f harmony at the 
cost of negotiating resulting issues.
e. ‘Involvement of the AN individual in the regulation of parental conflict’ refers to
a young person being brought in, or bring oneself in, to protect the family system 
during a conflict. This is achieved through producing the AN symptom, therefore the 
ED disorder becomes the family problem.
4.2 FS for BN
BN is a relative new comer the DSM-IV family of EDs and therefore the FS model 
for BN is probably the least developed of the models presented so far. Killian (1994), 
suggested that families with individuals with BN present with emotional instability as 
well as a propensity to display negative feelings towards one another openly. Killian 
further presents family issues that are communicated and expressed through bulimic 
symptoms, including a lack of privacy, family secrets, unclear boundaries and rules, 
difficulty in expressing anger, loss of control, loss, and dissociation. Root, Fallon, 
and Friedrich (1986) (cited in Killian’s publication), identify three characteristic 
subtypes of bulimic FSs, the perfect family; the over-protective family, and the 
chaotic family. However it unclear how these subtypes contribute to BN 
presentations.
15
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5. EVIDENCE
Recent developments in governing policies introduced by health authorities, stake 
holders, and clinical/medical governing bodies, have placed a particular emphasis on 
clinical effectiveness and accountability, and highlighted the need for evidence based 
clinical practice. The following is a comparison of the empirical evidence which will 
evaluate the validity of the CB and FS models outlined, and the resulting therapeutic 
interventions developed.
5.1 Evidence for the CB model
The CB approach bears relevance for AN and BN, as many studies have supported 
the proposal that individuals with EDs present with inappropriate behaviours and a 
collection of dysfiinctional beliefs and values conceming body weight, body shape, 
food intake, negative weight-related cognitions and self-statements compared to 
controls (Cooper, 1997). Patients with EDs have also been shown to rely on 
perfectionistic concepts of weight and shape from an internal micro perspective, as 
well as the macro level (others / the world) (Cooper, 1997; Palmer, 2000; Vitousek,
1996). Further, negative weight-related self-schema may also influence attention, 
perception and memory (Porzelius, Berel, & Howard, 1999).
Further studies have reported that women presenting with BN, express greater 
acceptance of an association between thinness and attractiveness than control groups 
(Striegel-Moore, Silberstein, & Rodin, 1986). This finding is consistent with the 
proposal that placing value on an idealised body weight and body shape has a role in 
causing BN.
Negative body image may predict severity of the ED and play an important role in 
its development (Williamson, Muller, Reas, & Thaw, 1999). Studies have supported 
the idea that individuals with EDs frequently present with negative self-schema and 
lower self-esteem than controls, and that self-esteem is a better predictor of the 
presence and severity of AN than family functioning (Cooper, Todd, & Cohen-Tovée, 
1996; Gamer, Vitousek, & Pike, 1997). Further, studies have found that cognitions 
in AN tend to be self-defeating and extreme (Turk, 1993).
Such research findings validate the CB models, though not all the elements of the 
model have been proven. Further, the reliability and validity of research may be
16
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questionable (Cooper, 1997; Vitousek, 1996), and therefore further research must be 
undertaken to asses the validity of the model. However, the literature suggests a CB 
intervention, in this case Cognitive Behavioural Therapy (CBT), as the most effective 
treatment for individuals with EDs (Agras, Walsh, Fairbum, Wilson, & Kraemer, 
2000; Wilson, Fairbum, & Agras, 1997). More specifically, CBT is considered the 
treatment of choice for BN (Hawton, 1989; Treasure, Troop, & Ward, 1996), although 
the evidence for its effectiveness in AN is less conclusive. CBT based on the CB 
model is a time-limited, stmctured psychological intervention, requiring a strong 
therapeutic alliance between the therapist and ED client, where the intervention 
addresses the relationship between thoughts, affect, and behaviour (Beck, 1995), 
aimed to gradually assist a client to normalise eating behaviours and weight.
Wilson (1996) suggested that there are strong theoretical reasons for using CBT for 
AN, however, there is little empirical evidence to support such claims due to the small 
number of randomised controlled studies, of which the results are generally poor. In 
an example of such a study, CBT was compared with Family Therapy, and an eclectic 
control, in order to investigate the role of cognitive compared to behavioural process 
alone (Channon, De Silva, Hemsley, & Perkins, 1989). No significant differences 
were found between the therapies, though there was greater compliance with the 
intervention for CBT than the other therapies. Despite the small sample sizes and 
limited generalisation, the authors concluded that cognitive manipulation was not 
necessary for intervention, and that behavioural change would be adequate for a 
positive outcome in therapy.
In a review of CBT for BN, Wilson, Fairbum and Agras (1997) concluded that o f the 
“best controlled studies” there was a mean reduction in binge eating from 93% to 
73%, a mean reduction in purging from 94% to 77%, a mean remission in binge 
eating of 71% to 51%, and a mean remission in purging from 56% to 36%. Wilson et 
al (1997) further reported improved attitudes to body weight and body shape, as well 
as a reduction in dietary restraint. CBT for BN has also been demonstrated to be 
associated with improvements on measures of depression, self-esteem, social 
functioning and personality disorder (Wilson et al, 1997).
Controlled trials have demonstrated the effectiveness of CBT interventions, in the 
reduction of BN symptoms during treatment, and further maintained following
17
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treatment termination (Fairbum et al., 1995; Wilson, 1996). CBT for BN has also 
been compared to other therapies (psychological and pharmacological) in controlled 
studies, and effectiveness was validated (Agras et al., 1992; Fairbum et al., 1995; 
Gamer et al., 1993; Wilson et al., 1997).
The studies presented demonstrate a contrast between empirical evidence for CBT 
for BN and AN. Although the evidence suggests that CBT is superior to other 
interventions, and is an essential component of psychological therapeutic intervention, 
Wilson (1996) suggests that only 50% of BN clients make a recovery. Coupled with 
the limited empirical data for AN, there is a need for further controlled trials to 
confirm empirically the validity of interventions for AN, as well as further 
development of CBT for BN in order to improve efficacy of such approaches.
5.2 Evidence for the FS model
The CB model for AN and BN focused on the cause and effect relationship in the 
development o f the EDs. The literature base for FS models for AN and BN 
emphasise the importance of focusing on uncovering what function the EDs serve 
within the family system. Therefore, in a FS approach to intervention, therapy would 
aim to facilitate the family with an ED member to negotiate and resolve stmctural 
characteristics as defined by Minuchin and colleagues (1978).
Both Minuchin (Minuchin et al, 1978) and Selvini-Palazzoli (1978) made significant 
claims for the efficacy of FS. Minuchin and his colleagues (1978) reported that 86% 
of their ED clients^ made a full recovery (excluding chronic cases), though neither 
approach was rigorously empirically tested. However, there is empirical evidence 
from the Maudsley Hospital therapy studies (Russell, Szmukler, Dare, & Eisler, 
1987), which demonstrated FS therapy to be particularly effective in the treatment of 
younger patients with early-onset short-duration AN (Dare & Eisler, 1997). As for 
BN, Russell et al’s (1987) study demonstrated little improvement. However, they 
present limited empirical data relating to adults in this study, possibly due to the 
increased chronicity of the disorder in adults with EDs, and therefore raising 
questions over interventions relating to age of onset and presentation. Further, the
 ^ One must be reminded that Minuchin’s work was restricted to adolescents with AN.
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Study involved only a small sample, therefore the effect size presented may not be an 
accurate representation of the ED population.
A further review of the literature for FS therapies, draws up evidence suggesting that 
family factors may be important in the development of AN, though there may be other 
idiosyncratic factors which relate to the ED individual. Eisler and colleagues (2000), 
investigated ‘conjoint’ and ‘separate’ FS therapy for individuals presenting with AN. 
Treatments were observed to improve general presenting symptomatology, though the 
‘separate’ individual therapy condition generated greater modifications in 
psychological and psychosocial presentations. Further observations included lower 
levels of open criticism within the family as well as greater reported autonomy. Eisler 
and colleagues therefore demonstrated that the FS approach may affect change both 
within the family and on the symptoms presented by the ED individual. Similar 
findings were observed by Robin and colleagues (Robin et al., 1999), suggesting that 
parental participation is important for good therapeutic outcome, although this is not 
an absolute requirement, as FS intervention may be conducted in the absence of 
family members in the therapy environment. A note of caution in relation to these 
findings, once again, the study included only a small subgroup and therefore 
generalising from these findings may be limited.
In relation to FS therapy for BN, there is little evidence for the efficacy o f treatment 
due to the limited number of investigation conducted. A small-scale study by Dodge 
and colleagues (Dodge, Hodes, Eisler, & Dare, 1995), implied that FS for BN may be 
effective.
The evidence reviewed thus far supports the Department of Health’s (Department of 
Health, 2001) guidelines that recommend FS interventions for clients with early onset 
AN (Bell et al., 2001; Dare et al., 1997; Eisler et al., 2000; Robin et al., 1999), as the 
treatment of choice based on evidence of treatment effectiveness. Furthermore, the 
evidence implies that FS intervention “may” be effective for individuals presenting 
with BN symptomatology (Dare et al., 1997; Dodge et al., 1995). Such 
recommendations imply that the FS interventions may be more effective as treatment 
models for AN and BN, than CB models. No single therapeutic intervention or model 
however, has demonstrated complete effectiveness, moreover, further empirical 
evidence is required due to the limited studies undertaken. Therefore there is a need
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for further research into effectiveness, and development and refinement of the 
therapeutic interventions.
6. IMPLICATIONS FOR THE DELIVERY AND PROVISION OF CLINICAL 
SERVICES
The evidence base for the CB and FS theoretical models and application of theory 
derived therapeutic interventions have been presented. Therefore an attempt to 
explore the implications for the delivery and provision of clinical services for people 
with AN and BN will be undertaken, as health services increasingly base 
interventions on evidence of efficacy of interventions. This has been highlighted by 
guidelines published by National Health Service (Department of Health, 1999), and 
more specifically with reference to EDs and psychological intervention, by the 
Division of Clinical Psychology, The British Psychological Society (Division of 
Clinical Psychology, 1998).
Published intervention guidelines have not however considered the needs o f the 
stakeholders. Robinson (1993) reported results from a postal survey from members of 
the Eating Disorders Association. Observations of note were that individuals who had 
experienced CBT often felt it to be destructive; outpatient help was generally poorly 
received, and that counselling and self-help groups were the “treatments” most 
positively connoted. Although the research did not differentiate between EDs, 
gender, or cultural background, it is clear that this survey negates published findings 
of efficacy. Therefore, when planning services, the needs of individuals must be 
taken into account including the clients age, socio-economic statues, and ethnic 
grouping, all o f which have been shown to influence the incidence o f EDs (Bryant- 
Waugh & Lask, 1995; Fairbum et al., 1998).
Individuals of all ages may present with EDs, despite the age of onset traditionally 
reported to be during adolescence (Cooper, 1997). FS therapy has been demonstrated 
to be the treatment of choice for adolescents with AN, whereas CBT for AN does not 
have any conclusive evidence of efficacy. This may highlight a challenge to services 
for ED as data from randomised trials has, as yet, failed to present a comparison of 
treatments over different developmental ages. Despite publications suggesting that 
the age of onset for ED is in early adolescence (Fairbum et al., 1990; Hoek, 1995;
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Shisslak et ah, 1995), the age of detection may be in later adolescence or early 
adulthood, due to individual differences or the individual concealing the disorder, as 
is the nature of the disorder. On diagnosis, an ED client may be referred to an age- 
inappropriate service, due to the structure of service divisions and geographical 
provisions (Palmer, 2000). Newton, Robinson, and Hartley (1993), reported that 
specialist ED services were distributed disproportionately across the United Kingdom, 
and therefore an individual may be denied an appropriate specialist service. This may 
limit the efficacy of treatment effectiveness, reduce the therapeutic alliance, and 
provide a challenge for service provision.
With reference to gender, EDs are generally diagnosed in females (Andersen, 1995), 
accounting for 90 to 95% of referrals (Hoek, 1995). This stereotyped presentation has 
been reflected in the theoretical models developed and the consequent research for 
AN and BN. Therefore, future tertiary service may need to diversify their models of 
delivery of care in order to provide a specialist service, as well as serve clients from a 
wide geographical base.
The evidence base for the efficacy of CBT and FS models o f interventions remains 
unclear. For example, the efficacy of CBT approaches for treating BN has been found 
in multiple studies (Wilson & Fairbum, 1993), strongly suggesting that this approach 
be used in clinical services treating BN (Bell et al., 2001). However, since the 
involvement of the family is advocated, it is important that family issues are not 
excluded in favour of CBT strategies. Therefore, whether or not FS therapy is 
initiated, education of the patient’s parents conceming the disorder is often helpful in 
enlisting the family’s support of the treatment. Furthermore, studies have suggested 
that group therapy can be effective for BN, with improvements being maintained at 
one-year follow-up (Fettes & Peters, 1992), and group therapy for AN has been seen 
as useftil in improving interpersonal relationships (Pyle, 1999). Since group therapy 
is likely to be more cost-effective than individual therapy in terms of numbers of 
clinicians required, investigating group CBT and FS may be important in terms of 
service provision. Finally, CBT methods may be adapted to address the special needs 
of the ED client, with the option of presenting the intervention in a group or 
individual format, and it may further be integrated with FS therapy. Therefore 
services must provide for the individual needs of the ED client and their families.
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adapting treatments to their needs, whilst maintaining the evidence base which inform 
the practitioners of the most appropriate approach to care.
As for FS therapy, there is a good evidence base for the efficacy of this approach for 
the treatment of AN, predominantly with early onset, and with some evidence for the 
treatment of BN. Therefore, the reported research findings discussed have direct 
implications for the delivery and provision of clinical services for individuals with 
ED. Specifically, a CBT approach should be employed as the treatment o f choice for 
BN, and FS therapy for adolescents with AN. However, therapeutic interventions are 
being developed and adapted at an increasing rate to meet the needs of specific 
disorders, cohorts, and communities, therefore a considerable amount of research is 
required to investigate, through randomised control trials, the evidence base and 
efficacy of such interventions against the models presented here. Further, one must 
be reminded of limitations presented by studies discussed, and therefore further 
research is required for the FS and CB models, in order to provide more grounded 
evidence of efficacy.
7. CONCLUSION
A common factor raised by the evidence presented in the discussion of the 
implications of the delivery and service provision of clinical services for individuals 
with ED, is that EDs presentations, despite diagnostic classifications, are idiosyncratic 
in presentation and service needs. Therefore, in considering services for individuals 
with ED, one must always consider the client. The ED individual may have different 
therapeutic objectives (e.g., to increase self-esteem, to improve general health and 
well-being, to increase functional capacity, to strive for autonomy within the family 
system), as may the family and expectations indoctrinated by Society. Therefore, 
when developing therapeutic interventions, one must consider the needs o f the client 
and family system and account for individual differences.
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APPENDIX A: Diagnostic and Statistical Manual of Mental Disorders criteria 
for anorexia nervosa (DSM-IV 307.1; American Psychiatric Association, 1994)
A. Refusal to maintain body weight at or above a minimally normal weight for age 
and height (e.g., weight loss leading to maintenance of body weight less than 
85% of that expected; or failure to make expected weight gain during period of 
growth, leading to body weight less than 85% of that expected).
B. Intense fear o f weight gain or becoming fat, even though under weight.
C. Disturbance in the way in which one’s body weight or shape is experienced, 
undue influence on body weight or shape on self evaluation, or denial of the 
seriousness of the current low body weight.
D. In post-menarcheal females, amenorrhoea, i.e., the absence of at least three 
consecutive menstrual cycles (A woman is considered to have an amenorrhoea if 
her periods occur only following hormone, e.g., oestrogen, administration.
Specify Type:
Restricting type: During the current episode of anorexia nervosa, the person has not 
regularly engaged in binge eating or purging behaviour (i.e., self-induce vomiting or 
the misuse of laxatives, diuretics, or enemas).
Binge/purging type: During the current episode of anorexia nervosa, the person has 
regularly engaged in binge eating or purging behaviour (i.e., self-induce vomiting or 
the misuse of laxatives, diuretics, or enemas).
Source : American Psychological Association (1994). Diagnostic & Statistical 
Manual o f  Mental Disorders edition). Washington: APA.
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APPENDIX B: Diagnostic and Statistical Manual of Mental Disorders criteria 
for bulimia nervosa (DSM-IV 307.51; American Psychiatric Association, 1994)
A. Recurrent episodes of binge eating. An episode of binge eating is characterised 
by both of the following:
(1) eating, in a discrete period of time (e.g., within any 2-hour period), an 
amount of food that is definitely larger than most people would eat during a 
similar period of time and under normal circumstances.
(2) a sense of lack of control over eating during the episode (e.g., a feeling that 
one cannot stop or control what or how much one is eating).
B. Recurrent inappropriate compensatory behaviour in order to prevent weight 
gain, such as self-induced vomiting; misuse of laxatives, diuretics, enemas, or 
other medication; fasting; or excessive exercise.
C. The binge eating and inappropriate compensatory behaviour both occur, on 
average, at least twice a week for six months.
D. Self-evaluation is unduly influenced by body shape and weight.
E. The disturbance does not occur exclusively during episodes o f anorexia nervosa. 
Specify Type:
Purging type: during a current episode of bulimia nervosa the person has regularly 
engaged in self-induced vomiting or the misuse of laxatives.
Non-purging type: during a current episode of bulimia nervosa, the person has used 
other inappropriate compensatory behaviours, but has not regularly engaged in self­
induced vomiting or the misuse of laxatives, diuretics, or enemas.
Source ; American Psychological Association (1994). Diagnostic & Statistical 
Manual o f  Mental Disorders edition). Washington: APA.
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APPENDIX C; Body Mass Index
The chart represents weight ranges for adults according to the Body Mass Index. 
Anorexia nervosa is characterized by a body-mass index of 17.5 or lower.
Height (cm)
132290
BM I=30 -1232 7 0 -
-114
-105230 - BMI=25
Obese
-95210 -
JQ
-86190 -
BMI=20Overweight
-77170 -
BMI =  17.!
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-59130 -
Underweight
110 - -50
Very underweight
-419 0 -
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.D)
0)
Height (in.)
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APPENDIX D: The cognitive-behavioural model of bulimia nervosa
Low self-esteem
Extrem e concerns about shape and weight ^
-► Strict Dieting <-
Binge eating ^
Self-induced vomiting
Source : Fairbum, C.G. (1985). Cognitive-behavioural treatment for bulimia. In Gamer, D.M. & 
Garfinkel, P.E. (Eds.) Handbook of Psychotherapy for Anorexia Nervosa and Bulimia. New York; 
Guilford Press.
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Critically review the current status of the assessment and treatment of dementia in
adults with learning disabilities.
1. INTRODUCTION
The general interpretation of People with Learning Disabilities (PLD) refers 
specifically to a developmental disorder characterized by a deficit in general intellectual 
and adaptive functioning. The Diagnostic and Statistical Manual of Mental Disorders, 
Fourth Edition (DSM-IV) (APA, 2000) describes PLD as having “an IQ of 
approximately 70 or below” and limitations in at least two of the following skill areas: 
communication, self-care, home living, social and interpersonal skills, use of 
community resources, self-direction, functional academic skills, work, leisure, health, 
and safety. To be classified as mentally retarded, a person must show intellectual 
impairment (not acquired) before the age of 18 years. In earlier decades, many 
incorrectly believed that PLD do not have the psychological processes necessary to 
foster the onset of mental illness and disease (Thompson, 1993). In fact, PLD can 
develop the same disorders as individuals with normal intellectual functioning, and the 
prevalence of these comorbid conditions in PLD is increasing.
Research over the past decade has indicated an increase in the prevalence of dementia 
from the age of 40 in the Down’s Syndrome (DS) population as compared to the general 
ageing population (Burt, Loveland, Chen, Chuang, Lewis, & Cherry, 1995; Cooper, 
1997a, 1997c; Devenny, Silverman, Hill, Jenkins, Sersen, & Wisniewski, 1996; 
Holland, Hon, Huppert, Stevens, & Watson, 1998; Janicki & Dalton, 2000; Zigman, 
Schupf, Haverman, & Silverman, 1995). As in the general population, the research 
findings describe an increase in the prevalence of dementia in DS with the increase in 
age. However, the mean age for the onset of dementia in DS is 51 with 15-45% of 
those over 40 years being affected, compared to the normal ageing population where the 
average age of onset is 60 years, with an estimated prevalence of 10% of persons older 
than 65 years being affected.
Dementias generally affect PLD in the same manner as they do with older people in 
the general population (Cooper, 1997a, 1997b, 1997d), apart from some differential 
effects on individuals with Down’s syndrome. Adults with DS are at greater overall 
risk of being affected by dementia, are often affected at an earlier age, and may be 
affected by precipitous decline and the loss of skills within a shorter period of time.
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Dementias linked to Alzheimer’s disease (AD) are age-associated. Life expectancy in 
the DS population had been reported to be increasing, with 44% living up to 60 years of 
age, compared with previous estimates of 9 years of age in 1929, and 12 years in 1949 
(Janicki & Dalton, 1998). The average duration of AD dementia in the general 
population is eight years, as compared to six years in DS (Prasher & Cheung Chung, 
1996). The reviewed literature demonstrates that dementia of any aetiology may occur 
in PLD, however there has been a greater emphasis in clinical and research work on the 
association of AD and DS. Therefore, coupled with the increase in the ageing 
population of PLD and the risk of dementias, this critical review of the assessment and 
treatment of dementia in PLD will aim to focus on the AD type dementia and DS due to 
established links between DS and AD, and due to the depth of research literature 
available.
2. AGEING, DEMENTIA AND LEARNING DISABILITIES
2.1 Aetiology of Dementia in DS
Individuals with DS inherit three rather than two copies of chromosome 21. This 
inheritance of excess genetic material results in the characteristic features and 
difficulties associated with this syndrome (Prasher, Chowdhury, Rowe, & Bain, 1997). 
Historically, the relationship with AD has been recognised since the late 1800’s where 
Fraser and Mitchell (1876) described what they termed as “precipitated senility” which 
appears to occur in DS as the individual ages. The association was more clearly 
established by neurological studies (cited in Holland, Karlinsky, & Berg, 1993) which 
demonstrated that individuals with DS dying over the age of 30 years had characteristic 
changes in the brain which are now known to be associated with AD. In some studies 
(Holland, Karlinsky, & Berg, 1993) such changes were present even earlier in life, but 
in all cases, individuals with DS who had died aged 30 years or older had the classical 
findings of senile plaques, neurofibrillary tangles, and granular vaculola degeneration 
characteristic of AD.
A further link between these two disorders was first suggested by Heston (1977), 
whose interest was in the causes of AD in the general population. In order to study this 
he examined the families of 175 people who had been diagnosed as having AD. He 
found high rates of AD in other member of the family but also surprisingly reported
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finding higher rates of DS birth than would be expected by chance. However, such 
findings have not been replicated in further Scottish and American studies. These two 
factors: the neuropathology and the possible genetic link have proved of particular 
interest.
It has been argued in the past that people with DS are an example of a premature 
disorder. This was supported by the evidence of skeletal changes, loss of hair, changes 
in the skin and cataract formation, all of which are characteristic o f ageing being found 
at an earlier age in people with DS. In addition, although their lifespan had increased it 
still was significantly reduced compared to the general population. In this context, an 
interest had arisen in the activity of a particular enzyme called Superoxide Dismutase 
(SOD). The gene for this enzyme is localised on chromosome 21 and therefore 
individuals with DS had increased amounts of the enzyme. It was therefore considered 
that this might result in a great tendency for damage in cells to arise and until recently 
this was thought to be possibly one of the major contributing factors to the onset o f AD 
like neuropathology (Prasher, Chowdhury, Rowe, & Bain, 1997). Further genetic and 
environmental interactional risks however, have also been cited as relevant contributors 
(e.g. head injury, smoking, cholesterol, oestrogen, and parental age at birth of child) 
(cited in Burt, Loveland, Primeaux-Hart, Chen, Breen Phillips, Cleveland, Lewis, 
Lesser, & Cummings, 1998).
3. CLINICAL ASPECTS OF DEMENTIA IN PLD
AD is not a variant of normal aging. AD is medically defined as memory impairment 
(not due to other physiological conditions, delirium, or another Axis I disorder) with 
aphasia, apraxia, agnosia, or disturbance in executive functioning causing significant 
impairment in social or occupational functioning (APA, 2000). The onset of AD is 
gradual. Deterioration is slow and varies from person to person; knowledge and skills 
are lost in reverse order of development.
3.1 Pathology
Decrease in the neurotransmitter acetylcholine and formation of neurofibrillary tangles 
and amyloid plaques cause interference of communication among cerebral neurons 
resulting in impaired memory and association. It is not known if plaques are the cause
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or the result of the illness. As the illness progresses, the lateral ventricles of the brain 
increase in size and there is cerebral atrophy.
There are several types of dementia, though every type of dementia has one element in 
common -  a loss of intellectual power. This loss is predominantly progressive, with a 
further decline becoming more pronounced with the passing of time. However, of 
significant note is a study of dementia in DS, Burt and colleagues (Burt, Loveland, 
Primeaux-Hart, Chen, Breen Phillips, Cleveland, Lewis, Lesser, & Cummings, 1998) 
found that the potential for a dementia to be reversible and not necessarily progressive. 
Of the 70 DS individuals investigated for evidence of dementia in a longitudinal study, 
three showed evidence of improvement over time, and on follow-up had not met the 
criteria for dementia. Such findings are not too dissimilar from dementia in the general 
population (Burt & Aylward, 2000).
3.2 Diagnostic classification
The current diagnostic classification systems for psychiatric disorders do not currently 
address dementia in PLD. However, Aylward, Burt, Thorpe, Lai, & Dalton (1997) 
suggest using the ICD-10 (WHO, 1992) rather than the DSM-IV (APA, 2000) 
diagnostic criteria for dementia due to a greater emphasis on the non-cognitive 
presentations of dementia. Furthermore, the ICD-10 employs a ‘two-stage’ approach in 
order to ascertain a dementia diagnosis: first the psycho-pathology is investigated, 
followed by an enquiry into possible differential diagnosis before any firm conclusions 
are made.
3.3 Stages of AD
Characteristic features of AD include a global memory impairment (i.e., affecting trivial 
as well as important topics) interfering with the individual’s daily activities. There is 
also evidence of cognitive deficit as manifested by anomia (inability to name objects), 
agnosia (inability to recognize objects), and apraxia (inability to carry out voluntary 
activities even though there is no muscle weakness) (Janicki & Dalton, 1998). In 
addition, judgment is impaired. The onset is insidious.
Various classifications are available to stage AD. A commonly accepted notion is to 
classify individuals in three stages (Janicki & Dalton, 1998): mild, moderate and severe.
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There is much variation in AD symptoms and the responses of individuals and 
caregivers to these symptoms. Initial presenting symptoms include progressive 
forgetfulness of recent events, including time and place; difficulty with complex tasks; 
inability to use reasoning strategies; problems with word finding; problems with 
orientation to location and direction, and a gradual withdrawal from activities and 
interests. Depression may be an early indicator of AD. During the early stage of AD, 
people who frequently interact with the individual will notice impairment, but people 
who interact with the individual less frequently may not. In this stage it is important to 
protect individuals from predators in society who may take advantage of the 
individual’s impaired judgment.
As the disease progresses to the intermediate stage, the individual’s knowledge and 
skills regress in reverse developmental order. Hyperactivity, with wandering and 
possibly becoming lost, usually precedes apathy. Difficulty with basic activities of daily 
living begins to be problematic. The AD individual may have limited insight into his or 
her own behaviour, uncoordinated motor skills with poor balance, reverse sleep-wake 
cycles, loss of contact with reality, confusion, impaired judgment, and perhaps anxiety, 
agitation, hallucinations, or personality change. During this stage it is important to 
protect individuals from themselves, as individuals will take risks such as going out 
inappropriately dressed, may get lost, or may leave gas appliances switched on.
During the severe (late) stage, verbal communication becomes inconsistent and 
incoherent, and then ceases. Mobility gradually decreases until the individual is 
immobile; however, many individuals walk until a few weeks before death. Functional 
ability decreases until total care is needed. At this point, preventing the complications of 
immobility becomes the major challenge.
4. DIAGNOSTIC ASSESSMENT OF PLD WITH SYMPTOMS OF AD
The diagnosis of conditions that cause cognitive impairment, including AD, is no- 
longer a process of “exclusion” but identifying features consistent with particular 
diseases. In investigating dementias, one should also bear in mind that among older 
clients, it is common to find multiple contributions to cognitive impairment, rather than 
a single cause. Evidence indicates that genetic factors, head trauma, hypertension, and 
medications play a significant role in the development of symptoms associated with
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AD. Medications implicated include analgesics, antihistamines, antihypertensives, anti­
parkinsonism drugs, cardiovascular drugs, hypoglycemics, psychotropics/hypnotics, 
cimetidine, and steroids (McKenzie, Harte, Patrick, Matheson, & Murrey, 2002).
The task of the clinician facing such a client is first and foremost to determine the 
cause of the problem. Thereon, the clinician can communicate the diagnosis to the 
client, health care professionals, and family, provide treatment following ‘best practice’ 
guidelines, and finally help plan and manage a long-term strategy. None of these steps 
(communication, treatment, or planning) is possible without an accurate diagnosis. 
Thus, the clinician should keep in mind that “dementia” is not a diagnosis, but rather a 
syndrome, indicating a progressive decline in cognitive abilities that interferes with 
normal life. The syndrome of dementia may be caused by Alzheimer’s Disease (AD), 
strokes, depression, metabolic disorders, medications, or a number of other neurological 
diseases. Other conditions that may cause intellectual or functional decline must be 
excluded. The assessment of dementia for PLD, as in the general population, consists 
of the medical history, physical examination, clinical examination, and additional 
studies such as blood tests and brain images.
The time course of the symptoms are of particular importance. The distinction between 
sudden or insidious onset and progression is of importance to distinguish slowly 
progressing from more acute and sub-acute disorders. The course of the symptoms is 
important as well. Symptoms that appear to fluctuate, including prolonged periods of 
apparent return to normal, are more likely to represent depression, change in 
medication, or metabolic disorders than symptoms that slowly and progressively 
advance.
A history that seeks to understand which cognitive domains are impaired can also help 
with diagnosis. For example, the typical individual with mild AD maintains socially 
appropriate behaviour and conversational style, while an individual with frontal lobe 
dementias may have problems with social comportment or demonstrate inappropriate 
social or functional behaviours early in the course of the disease.
4.1 Differential Diagnosis
Because environment, social support/caregivers, and interaction are important to 
disease management, initial information about these factors is crucial to the history.
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Information may be sought about other associated symptoms and problems, including 
wandering, agitation or aggression, anxiety, delusions, hallucinations, paranoid ideation, 
insomnia, and incontinence, although these symptoms usually do not appear until the 
intermediate or late stage of the disease.
Since many systemic illnesses can impair cognition or exacerbate an underlying 
neurological disease, individuals being evaluated for cognitive difficulties should 
undergo a comprehensive physical, neurological, and cognitive examination. As with 
any evaluation, the physical examination will be tailored to verifying or disproving 
hypotheses that have been raised by the history.
The physical examination should rule out underlying diseases that might influence 
cognition, such as cardiovascular risk factors suggestive of cerebrovascular disease, 
respiratory disorders suggestive of hypoxia, or any signs of metabolic disorders. The 
neurological examination should particularly take note of any Parkinsonian features, 
focal abnormalities, or problems with gait. Further, it should be noted that there is 
considerable overlap between the symptoms of depression and those of early 
degenerative dementias such as AD (Thompson, 1999). For example, in the early stages 
of most degenerative dementias there is frequently a withdrawal and loss of interest 
from hobbies and many external activities.
The medical history, physical examination, and cognitive assessments are sufficient to 
make a confident diagnosis in most individuals with a classic presentation of AD. 
However, some ancillary studies are routinely recommended and others are occasionally 
recommended when there is diagnostic uncertainty. In cases in which the diagnosis is 
clear from the history and physical examination, the goal of ancillary studies is to screen 
for occult superimposed medical or neurological disorders. For example, in a client with 
classic AD, it would still be important to discover an unsuspected metabolic 
abnormality, infection, or stroke. Recommendations for laboratory and imaging studies 
in clients in whom the primary aetiology of the dementia is clear include thyroid 
function, CBC, blood chemistries (including sodium, potassium, calcium, electrolytes, 
phosphate, liver-function tests, creatinine, and TSH), B12 level, sedimentation rate, 
along with at least one CT or MR, should be conducted to rule out other diagnosis. 
Further, differential diagnosis requires distinguishing among AD, other irreversible 
dementias (e.g.. Pick’s, Parkinson's, Huntington’s, HIV, progressive supranuclear palsy,
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Lewy body), reversible dementias (e.g., intoxication, central nervous system (CNS) 
infections, metabolic disorders, nutritional disorders, vascular diseases, space- 
occupying lesions, normal pressure hydrocephalus), delirium, and depression.
4.2 Maladaptive Behaviours and Psychiatric Presentations
Copper (1997a; 1997d; Cooper & Prasher, 1998), investigated psychiatric symptoms 
in the PLD dementia population. Her findings included an incidence of at least one 
psychotic symptom in 27.6% of the cohort. Further psychiatric observations included 
20.7% occurrence of delusions (all of which were persecutory) and visual hallucinations 
(20.7%, of which the most common were strangers in the individual’s house). Other 
symptoms observed included changed sleep pattern and sleep disturbance (69.0%); loss 
of concentration (69.0%); worry (41.4%), reduced quantity of speech (41.4%); change 
in appetite (31.0%), and an the onset of (or increase in) verbal aggression and irritability 
(31.0%). Further investigations by Burt and colleges (Burt, Loveland, Chen, Chuang, 
Lewis, & Cherry, 1995) cite an over-lap in symptoms of dementia and depression in 
DS. These findings emphasise the importance of an accurate differential diagnosis, as 
these presentations may have important implications to the individual and primary 
carers, and therefore assist in devising appropriate management and care plans for the 
individual.
Psychiatric symptoms are common in dementia and may cause considerable distress to 
the individuals and primary carers. It must be noted however, that symptoms such as 
hallucinations, may respond to pharmacological intervention. Therefore, in 
investigations for dementia, accurate and inclusive assessments are required in order to 
guide education and understanding, and the development of effective management and 
interventions for individuals with dementia, as well as their carers.
4.3 Cognitive and Behavioural Assessments
An assessment of mental state should include brief assessments of attention, language, 
visuo-spatial function, and memory (Crayton, Oliver, Holland, Bradbury, Hall, 1998). 
It is particularly important to assess auditory comprehension before making judgments 
about the individual’s ability to follow instructions. Reassessment of cognitive and 
physical function may be done routinely every 6 months, or when the caregiver 
identifies a significant change.
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Evenhuis (1995, 1996) recommends that the Dementia Questionnaire for Persons 
with Mental Retardation (DMR) should be administered alongside a clinically 
appropriate assessment, such as mental state examination, laboratory investigations for 
differential diagnosis, a review of the psychiatric and medical history, or an interview 
with a primary carer. In an evaluation of the literature for this review the DMR is the 
most widely quoted. However, further observer-rated questionnaires are available for 
the diagnosis of dementia for PLD, including the Dementia Scale for DS (DSDS; Early 
Signs of Dementia Checklist (ESDC); Multidimensional Observation Scale for Elderly 
Subjects (MOSES). A comparison of these ratings scales (Deb & Barganza, 1999), 
found that such observer scales may be of greater diagnostic use for PLD than 
traditional neuropsychological assessments.
Coupled with the evolving and varying diagnostic criteria for dementia, differing 
assessments of adaptive behaviour (Burt, Primeaux-Hart, Phillips, Greene, Loveland, 
Cummings, Lewis, Lesser, Cleveland, Chen, 1999; McKenzie, Harte, Patrick, 
Matheson, & Murray, 2002), and cognitive functioning (Evenuis, 1996; Hon, Huppert, 
Holland, & Watson, 1999; Prasher, 1997a), objective cognitive assessment remain a 
difficult process for this client group due to PLD pre-existing intellectual disabilities or 
acquired deficits (Burt & Aylward, 2000).
5. TREATMENT AND INTERVENTIONS
Many of the difficulties experienced by individuals with DS who are affected by an 
acquired dementia are not too dissimilar from those as observed in the general 
population. It is possible to adapt education and training packages, and intervention 
procedures from older adult mental health services (Crayton, Bradbury, Oliver, Hall, & 
Holland, 1998).
Clinical Psychologists can orchestrate positive changes in the management of 
individuals with AD in primary care, nursing home, and hospital settings through early 
diagnosis, education, and anticipatory guidance (Janicki, Heller, Seltzer & Hogg, 1995). 
Intervention and input may begin with the initial screening for dementia, providing 
anticipatory guidance, identifying the current level of illness progression, predicting the 
symptoms/problems that may be expected in the next 3 to 6 months, sharing this 
information with the individual or caregiver, and providing guidance about ways to
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prevent or manage the expected symptoms/problems. Management techniques include 
medications, environmental modification, verbal and behavioural strategies, and 
educational programmes for individuals and primary carers.
5.1 Services for PLD and Dementia
A UK study by Cooper (1997e) reported that older PLD had a lower uptake of health 
and social services than younger PLD. Individuals with dementia and other presenting 
psychiatric disorders were more likely to receive health services, although overall the 
results favoured the younger group. This low uptake of services was attributed to the 
individuals’ old age; the carers accepting the morbidity of the individuals’ dementia; to 
the learning disability, or a ''failing to understand the significance o f  symptoms‘\
A report by the working group of the Faculty of Psychiatry of Learning Disabilities 
and Faculty of Old Age of the Royal College of Psychiatrists of the UK (Royal College 
of Psychiatrists, 1997) recommended the design and implementation of systems and 
services to accommodate the psychiatric health needs of older PLD, with a particular 
emphasis on dementia.
5.2 Specific Pharmacologic Management of AD
Disturbed behaviour is common during Alzheimer's disease (AD) progression, with 
symptoms that may include delusions, hallucinations, and agitation. Behavioural 
changes can greatly increase caregiver distress and often are primary reasons for 
institutionalization (Duggan, Lewis, & Morgan, 1996; Prasher, 1997b; Prasher & Filer, 
1995). Thus, treatment that delays or decreases these symptoms may ease caregiver 
burden and postpone institutionalization of the patient. Treatment o f behavioural and 
psychological symptoms associated with AD can be a challenging task, because 
multiple contributing factors are often involved. It is important to consider drug and 
non-drug interventions that will provide the most effective and tolerable relief of patient 
symptoms and decrease caregiver burden.
Although the drugs currently available cannot cure AD, they may stabilize or in some 
cases improve symptoms in the general population over the short term, and slow the 
progression of symptoms over one to several years (National Institute for Clinical 
Excellence, 2001). AD is characterized by loss of the brain neurotransmitter, 
acetylcholine; thus, currently available drugs for treating AD act by increasing brain
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levels of acetylcholine via blockade of the enzyme that normally breaks it down. This 
class of drugs, the cholinesterase inhibitors, first became available in 1993 with Tacrine. 
Tacrine, which has a high incidence of gastrointestinal side effects and hepatotoxicity, is 
of little more than historical interest and has been replaced by newer agents, Donepezil 
and Rivastigmine. Donepezil appears to be effective and is better tolerated than Tacrine, 
with the majority of adverse events being cholinergic in nature. Similar to Donepezil, 
Rivastigmine is also effective in slowing the progression of AD and primarily causes 
gastrointestinal side effects such as vomiting and weight loss, particularly at higher 
doses.
However, the National Institute for Clinical Excellence, as yet, has not included PLD 
in the use of anti-dementia drugs. It has been suggested that this may be due to 
diagnostic criteria set down by the National Health Service (NHS), indicating that anti­
dementia medication should only be prescribed to individuals with mild to moderate 
AD whose Minimal Mental State Score is above 12 (Arshad, Sridharan & Brown, 
2001). As previously discussed, due to the variability in pre-existing impairments in 
intellectual functioning in PLD, it would be difficult to standardise a score for minimal 
requirement, and more importantly, achieve the NHS minimum requirements.
5.3 M anaging the Stages of AD
Clinical manifestations of dementia follow three stages (Janicki & Dalton, 1998). 
Intervention and management strategies differ as the illness progresses from the early 
stage through the intermediate stage to the late stage.
5.4 Early-Stage Disease
The individual’s environment should be assessed for the presence of medications, 
hazardous household products, sharp objects, tools, and other potentially harmful 
objects. Additional safety measures include providing low glare lighting, removing 
throw rugs and clutter from the floor, disconnecting the stove, installing night lights in 
the bedroom and bathroom, and installing safety bars in the bathroom.
A normal lifestyle should be maintained to facilitate the individual's functioning and 
decrease anxiety. The individual knows what to do in a familiar situation but may have 
difficulty figuring out what to do if  there is a change in routine. Behavioural 
interventions may prevent or manage manifestations during the early stage o f AD.
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Because most manifestations cannot be alleviated with only one type of intervention, 
some verbal and behavioural strategies may be introduced.
Some families and individuals with dementia may plan for the future by gaining 
knowledge and discussing their plans and wishes. It is important to discuss who should 
be told about the individual’s diagnosis. Family and where relevant, fellow residents, 
should also be told about behaviour they may witness and the appropriate responses. 
Should family members, care staff, or fellow residents have difficulty accepting or 
coping with the disease, they may seek counselling support.
5.5 Intermediate-Stage Disease
As the illness progresses, it is important to discuss areas of potential concern with the 
primary carer. For example, how can the caregiver prepare others for the individual’s 
changed level of functioning so social activities may be maintained? What changes are 
caregivers willing to make in their definition of appropriate/inappropriate behaviour? 
What resources (educational, support services, day care, home care, placement) are 
available to caregivers and how can they be accessed?
5.6 Late-Stage Disease
During the late stage of the disease, strategies used in earlier stages may apply, 
depending on the individual’s level of functioning. Until death, it is important to talk to 
the individual about what is happening in the individual's environment and to focus on 
topics that are important to the individual. Always treat the individual respectfully and 
according to social convention. The environment should still be safe and attractive. The 
caregiver will need to be involved in more tasks of daily living as the individual is able 
to do less.
During the late stage of the disease, the management focus shifts from maintaining 
normalcy to preventing complications of immobility and facilitating anticipatory 
grieving. Death may occur as a consequence of physical complications, e.g. infections, 
strokes, pneumonia, septicemia, or heart failure. The individual, family, and fellow 
residents will experience anticipatory grieving about loss o f abilities and impending 
death. The process starts as loss of ability becomes evident, but it intensifies during the 
last stage of the illness.
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With improvements in medical and nursing intervention, this terminal stage may be 
prolonged in length in individuals in the general population. With improvements in 
care in the PLD DS population, similar effects are likely to be observed with similar 
improvements in care.
6. IMPLICATIONS FOR SERVICE PROVISION AND AREAS OF FURTHER 
RESEARCH
6.1 Pharmacological Intervention
Currently the National Institute for Clinical Excellence (NICE, 2001) do not cover the 
prescription of dementia for PLD. However, research is being undertaken into the 
efficacy of such drugs in the PLD population (Arshad, Sriddharan, & Brown, 2001).
6.2 Residential Provision
There is a general consensus for a future range of specialist provision catering for the 
needs of PLD with DS and dementia (Royal College of Psychiatrists, 1997; Turk & 
Dodd, 2001).
6.3 Reminiscence Therapy and Reality Orientation
Additional verbal strategies, such as reality orientation and reminiscence therapy may 
be incorporated into day services. Reality orientation is an attempt to keep the 
individual in, or return him or her to the present reality, therefore improving quality of 
life for confused individuals. A recent Cochrane review (Spector, Orrell, Davies, & 
Woods, 2002a), demonstrated that there was evidence to suggest that reality orientation 
benefits both cognition and behaviour for individuals in the general population with 
dementia, although they failed to identify the specific features of reality orientation that 
were particularly effective.
Reminiscence therapy has been defined as vocal or silent recall of events in a person’s 
life, either alone, or with another person or group of people, using discussion aids such 
as photos, music, objects and videos of the past. A systematic review of evidence to 
assess the effects of Reminiscence Therapy for dementia in an elderly population 
(Spector, Orrell, Davies, & Woods, 2002b), found no clear conclusions regarding the 
effectiveness of the therapy in the general population. This therapy however, is widely 
employed in elderly mental health services. Therefore there is a need for further
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research in these therapies, as well as reviewing the effectiveness for the PLD dementia 
population.
6.4 The Edinburgh Principles
More recently Wilkinson & Janicki (2002) published ‘The Edinburgh Principles’, 
highlighting the rights and needs of PLD and dementia, “defining service practices 
which would enhance the supports available to them”. The publication addressed three 
key issues involving PLD: the diagnosis and assessment of dementia; the epidemiology 
of dementia; and care management practices. The Principles outline seven key 
statements for the design of support services for PLD affected by dementias, and for 
those involved in their care, helping to shape future service, improve diagnostic 
standards, and direct future research (a summary may be found in Table 1).
7. CONCLUSION
It is important to emphasise that although the evidence increasingly supports the view 
that AD is a major concern in DS, it should not be assumed that deterioration in later 
life is always due to AD. Clinicians and health care professionals should be cautious in 
diagnosing DS individuals with AD. It is crucial to ask why such change is occurring, 
whether there is any disorder such as hypothyroidism or sensory impairment which 
might be treatable, or whether the symptoms could be accounted for by severe 
depression. However, when the clinical features clearly support a diagnosis of 
dementia, although the disorder in itself cannot be cured, there is much that can be done 
to help the individual and to support the primary carers and family. Furthermore, the 
progression of dementia may be variable and improvements in functioning should not 
be dismissed.
Although pharmacological interventions for DS are currently limited by ‘best practice 
models’, environmental, verbal, and behavioural strategies may promote satisfactory 
management. Clinical Psychology plays a significant role in providing education and 
guidance to DS individuals with AD, primary caregivers and families, and as with the 
general population, the ultimate aim of dementia intervention and future research is to 
delay the onset of dementia and offer appropriate level of care at an individual level for 
improved and prolonged quality of life.
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Table 1. The Edinburgh Principles
1. Adopt an operational philosophy that promotes the utmost quality of life of 
people with PLD affected by dementia, and whenever possible, base services 
and support practices on a person-scented approach.
2. Affirm that individual strengths, capabilities, skills and wishes should be the 
overriding consideration in any decision making for and by people with PLD 
affected by dementia.
3. Involve the individual, his or her family, and other close supports in all phases 
of assessment and services planning and provision for the person with a LD 
affected with dementia.
4. Ensure that appropriate diagnostic, assessment and intervention services and 
resources are available to meet the individual needs and support the healthy 
ageing of PLD affected by dementia.
5. Plan and provide supports and services which optimised remaining in the 
chosen home and community of adults with LD affected by dementia.
6. Ensure that people affected by dementia have the same access to appropriate 
services and supports is afforded to other people in the general population 
affected by dementia.
7. Ensure that the generic, corporative and proactive strategic planning across 
relevant policy, provider and advocacy groups involves consideration of the 
current and future needs of adults with LD affected by dementia.
Further, important considerations in defining a workable philosophy of care were
identified for service provision for PLD affected by dementia:
1. Any such support philosophy that was adopted should be consistent with the 
belief that all individuals have a right to live their lives to their fullest potential 
based on their own values, beliefs, and needs with a continuity of care 
reflecting changing individual needs.
2. Any provision of services should be proffered in a person-centred manner.
3. In adopting a philosophy, providers should achieve a balance between the 
protection of function, and a flexible, proactive and imaginative approach to 
developing quality o f life.
4. Providers should avoid any inconsistency or tension between philosophies 
which may promote learning and growing, and those for people living with 
decline.
5. Providers should strive to resolve any friction between regulatory standards 
and overall service philosophy, and changing needs of individuals.
6. In adopting a fundamental philosophy of care, providers should think long­
term about dementia rather than engaging in a reactive process, but also 
provide hour-to-hour flexibility and the opportunity to maintain human 
interaction.
SOURCE: Wilkinson, H., & Janicki, M.P. (2002). The Edinburgh principles with
accompanying guidelines and recommendations. Journal o f  Intellectual Disability
Research, 46 (3), 279-284.
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Notwithstanding the insidious effects of dementia, there is agreement that adults with 
PLD, as they are affected by AD or related dementias, should be treated with respect 
and given the opportunity to remain in the community with sufficient and appropriate 
supports and services to compensate for personal losses in function and decline. There 
is further agreement that the prevailing practices and policies of service provision need 
to be examined with an eye to adopting universally applicable guidelines which 
promote continued community care and support of PLD who are affected by dementia.
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Critically discuss any two psychoanalytic concepts that a Clinical Psychologist 
might use to enhance their understanding and practice in work with children.
1. INTRODUCTION
Psychodynamic therapeutic interventions are a form of treatment for psychological 
disturbances of behaviour, thinking and feeling. Clinical psychologists come into 
contact with children and adolescents displaying a broad range of behavioural, 
emotional, cognitive, and intellectual adjustment problems. The child’s difficulties may 
be concentrated in any one of these areas, or encompass several or all o f them. In 
children and adolescents such disturbances present in a variety of symptoms which may 
involve depression, anxiety, phobia, aggression, delinquent behaviour, difficulties with 
learning or psychosomatic disorders (Trowell & Bower, 1995). Some of these 
disturbances are transitory and will resolve themselves; others last longer, are more 
severe and require professional input.
In the psychodynamic approach, clients are not considered to be ‘responsible’ for their 
problems, nor are parents responsible for finding solutions (Anderson, 1999). The 
Clinician who is the expert in the relationship, gradually uncovers the problems hidden 
in the unconscious areas of the client’s psyche, in past experiences, and in the dynamics 
of family life. The clinician interprets them to the individual client, or to the entire 
family in the case of psychodynamic family therapy.
The aim of this critical analysis is to provide a balanced overview o f two 
psychoanalytic concepts, namely Attachment and Containment; their conceptualisation 
within the psychoanalytic framework; and how this may be applied in clinical practice 
to enhance our understanding and practice in work with children^. This is not an 
exhaustive account of psychodynamic theory and concepts, rather it is an exploration of 
ideas that the author has found useful in clinical work with children and adolescents^. 
A further aim is to concentrate on describing those concepts that are supported by
 ^ In addressing the aim o f this analysis, attachment and containment are being discussed as separate 
concepts even though they are both imminently enmeshed in psychoanalytic theory and practice.
 ^ It is not the intention o f this critical review to describe the range o f psychological disorders and adverse 
circumstances to which children and adolescents may present with, nor describe the full range 
psychodynamic therapeutic concepts and approaches that clinicians might employ. Such illustrations are 
better served in established publications (Dawes and Boston, 1977; Hinshelwood, 1998; Rutter and 
Hersov, 1985; Morris and Kratochwill, 1983).
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evidence-based practice. First, however, it is necessary to consider some of the special 
characteristics of psychotherapy with children and adolescents.
2. PSYCHOANALYTIC CLINICAL SKILLS
Psychological therapies from a psychodynamic perspective are generic terms for the 
wide range of interventions that rely on personal actions of clinicians o f any theoretical 
persuasion to alleviate the distress of a person seeking, or being brought for help with 
particular emotional and behavioural problems, and to improve their functioning in 
everyday life (Rutter & Hersov, 1985; Kazdin, 1988). More specifically, the five main 
goals in interventions for children’s problems are to reduce overt problems, to promote 
normal development, to foster autonomy and self-reliance, to generalise therapeutic 
gains, and to foster the persistence of improvements (Rutter & Hersov, 1985).
The most comprehensive description of the way in which clinical psychologists work 
from a psychodynamic perspective may be found in Daws and Boston (1977), in which 
Boston notes, “When carrying out individual treatment the child psychotherapist 
attempts to help the patient to understand his or her own situation and, in particular, any 
unconscious difficulties which may be contributing to current difficulties. The therapist 
is, in other words, concerned with patient’s ‘inner world’ -  the subjective picture of 
people and things we all carry round with us, sometimes without even being aware o f it, 
and which may or may not adequately correspond to outward reality.” (p.78)
3. CONTEXT OF PSYCHODYNAMIC INTERVENTIONS
A key point is that children and adolescents with presenting disturbances do not in 
general present themselves asking for psychological interventions - they are brought, 
usually by parents/carers, often referred from the school, or if  there has been family 
breakdown, by a social worker. The effect of the child’s behaviour on the family may 
have been a major consideration or the child may have been used as an “entry ticket” to 
get help for other family difficulties (Trowell and Bower, 1995). For these reasons, the 
problem should be viewed within a broad social context, which for school-age children 
or teenagers, will include the perspectives of family, teachers, and peers and the wider 
system.
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Secondly, interventions may be undertaken in a range of settings besides the traditional 
Child and Adolescent Mental Health Service, for example, the school or the childcare 
residential home. Third, the child’s stage of development is an important consideration 
when planning an intervention and assessing outcome, and often an important aim of an 
intervention will be to facilitate development rather than to return the child to premorbid 
functioning (Achenbach, 1986). Indeed, assessment of psychodynamic intervention 
outcome with children requires multidimensional and multi-situational perspectives 
sensitive to the child’s age and developmental stage.
With regards to cultural context, the therapeutic approach needs to be sensitive to 
issues surrounding cultural diversity, with particular attention lent to practice in relation 
to minority groups and the disempowered.
Finally, as with other forms of talking therapies, the diagnosis of the child’s disorder is 
not the only, or even the most important predictor of outcome. Qualities that the 
clinician is able to bring to the process have been shown to be important as described in 
the work of Truax and Carkhuff (1967), and more recently described by Digby (1998).
4. INTRODUCING THE CONCEPTS: Containment and Attachment
Psychoanalytic ideas have transformed since their original development by Sigmund 
Freud. However, many of his ideas still remain as cornerstones for today’s thinkers and 
practitioners of psychodynamic therapy. Freud’s theories were fundamentally ‘drive’ 
theories, based on the idea that the human psyche strives to fulfil a biological or 
physiological drive (Bateman, Brown, and Pedder, 2000). Later theoreticians, such as 
Melanie Klein, Donald Winnicott, and Wilfred Bion, have all emphasised the prime 
importance of human relationships in the development of emotional health. These 
theories, dealing with both external relationships and internal representations of 
relationships or ‘objects’, became known as object relations theories (St. Clair, 1986). 
They offer not only a theory about how to alleviate disturbances, but, o f equal 
importance and maybe primarily, a theory about emotional health and therefore about 
mental life. Psychoanalytic concepts, therefore, are of importance for anyone whose 
work involves human relationships, and may be allied with other theoretical models, 
such as developmental and behavioural models, and are closely linked with attachment 
theory.
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In order to better explain the psychoanalytic concepts, they will be introduced through 
a description of mother (carer)-infant interaction. This is felt to be an important step in 
considering their application for therapy with children and adolescents particularly as 
child and adolescent interventions are about reworking relationships that have gone 
wrong. It is important for the clinician to hold in mind that each child has a past and 
that the early carer-infant dyad is at the root of emotional development. Furthermore, 
patterns established in the early mother-infant relationship are often repeated in the 
transference relationship in the therapy situation - they need to be understood and 
worked through at that level.
5. CONTAINMENT
The concept of ‘Containment’ was proposed in the 1950’s by Willed Bion (Bion, 
1959, 1962, 1970) and has been used and developed by contemporary psychoanalysis 
(Hinshelwood, 1987, 1994, 2001). In its essence, containment is a psychoanalytic 
concept, addressing the active mutuality of mental processing between an infant’s 
projected needs, feeling, and unwanted parts (contained), and carer as container (Bion, 
1962). The infant’s emotions can be held in mind and rendered as meaningful as it is 
‘digested’ by the carer, who can then return them in a more manageable form 
(Hinshelwood, 1998). Infants need repeated experiences of holding'® in mind, or 
containment (Bion, 1962), by another person in order to be able eventually to develop 
within themselves ways of dealing with their own distress, that is, before they can 
interject the containing ‘good-enough carer’ (Winnicott, 1971) and feel the carer is a 
definite internalised presence. The experience of this emotional containment provides a 
secure base (Bowlby, 1969) from which the infant begins to be able to contain itself and 
achieve the capacity for affective attainment.
According to this model the young infant deals with intolerable anxiety by splitting 
and projecting unwanted feelings and impulses into an ‘object’ (i.e. mother/carer). For 
example, a baby’s screaming and kicking when distressed may be felt as concrete 
attempts to split off and rid itself of bad experiences. The containing carer, if s/he is 
receptive to the infant’s state of mind, receives this preconscious material and will allow
Bion's (1962) concept o f the Containment parallels Winnicott's (1971) concept o f ‘Holding’ in which 
the personal self is thought to emerge through the protective care o f the 'good-enough' mother who 
provides an illusion o f being at one with her infant and making him/her feel safe.
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it to be evoked in her. In doing so she is able to identify with the true meaning of the 
projected object(s) and can attend to it in the infant and transform the infant’s feelings 
into something known and tolerable. The infant learns gradually that painful feelings 
can be modified through thinking.
Bion (1962) further expanded on the nature of the container/contained process away 
from ‘holding’ (Winnicott, 1971) through integrating earlier Kleinian concepts of 
projective and introjective identification. Bion (1962) proposed that the unwanted, or 
damaging part of the self, that the infant projected into another (projective 
identification), is contained within the inner-space of the containing ‘other’ (introjective 
identification), who themselves experienced a preconscious psychosomatic change to 
their own psyche (Miller-Pietroni, 1999). Through observation, reflection, and 
discriminatory thought, the container cognitively and emotionally processes the infant’s 
fears and separates what is psychologically useful from less productive fears. This 
transformation enables the container to reintroject the object back to infant in a way that 
is tolerable to their psyche (Bion, 1962).
Through these processes of proj ective/introj ective identification and reintrojection, the 
container/contained relationship provides the infant with a base in which their fears are 
being held within a secure place. The model provided by the container can be 
introjected and bring a learned sense of meaning and internal coherence to the infant’s 
experiences (Britton, 1992). When the carer acknowledges the infant’s state of mind as 
more than just a cry for help, and allows herself to experience the infant’s fear, she is in 
a position to attend to the infant’s communication in an identifiable and balanced 
manner. Therefore the infant’s preconscious psychosomatic sensations may be 
transformed into something more rational at a conscious level by the carer, and may be 
learned and used for thought (Britton, 1992). The subsequent introjection by the infant 
of an object capable of containing and dealing with anxiety in this way provides the 
infant with an object for independent thinking, that is, the infant who internalises a 
model of empathetic containment begins to develop the resources o f self-knowledge, 
which enables them to experience their anxiety and think about themselves with a 
degree of coherence and mental stability, even at times of duress.
Bion (1962) and Segal (1975; cited in Hinshelwood, 1991) suggest two sources of 
disruption to the mental stability of container/contained relationship. A disruption may
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occur due to an excessive destructive omnipotence of the infant’s phantasy, which Bion 
(1959) believed was always present in the case of psychosis. Further disruption may be 
attributed to the carer being unable to acknowledge and absorb the infant’s projected 
anxiety, leaving the infant to introject an experience of greater intolerance than he/she 
first projected. These disruptions may be proportionally related to one another. In any 
event, the infant is likely to perceive the containing object as inhospitable and be left 
with a sense of insecurity and incoherence (Britton, 1992). This in turn may lead the 
infant to project their fears and anxieties with increased vigour and frustration, which 
depending on the context may be construed as primary aggression.
5.1 Containment in Terms of Clinical Practice
The term containment is used to describe the way in which all manner of painful, as 
well as positive aspects of an individual’s emotional life can be communicated and held 
within the mind and heart of another attentive human being. In particular, containment 
has been considered in the context of the therapeutic relationship between the Clinician 
and client. Typically, clients are referred to, or seek help from a Clinician, when a 
particular aspect(s) o f their life has reached a point where they feel overwhelmed and/or 
they can no longer think coherently about the problem, leaving them with a sense of 
being disconnected and fragmented.
A child who has not had sufficient experience of emotional containment may spend the 
rest of their life hampered by a sense of an underdeveloped capacity to make sense of 
their emotional experiences. When children are deprived of a nurturing emotional 
environment capable of taking in, containing, and thinking about the part of the child in 
distress, then personality development and emotional growth are distorted. Action is 
likely to usurp thought in the management of internal conflict, potentially leading to 
self-harm, failure to thrive, delinquency and an enactment of conflict in the external 
world (Kraemer, 1993). Deprived children learn to ‘not mind’ in order to bear mental 
pain. Kraemer (1993) noted that', without a secure family base, a child may feel entitled 
to help themselves by stealing, or feel angry and envious and therefore destroy their 
surroundings.
What the Clinician offers when such processes in everyday life have been 
overwhelmed or unavailable, is the willingness to enter into a relationship in which the
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possibility of containing such difficulties and anxieties is provided. The client’s 
presentation of this problem(s) will usually come amidst a barrage of information some 
of which is communicated verbally, while many other aspects are unconsciously 
reflected in sensory-somatic qualities such as bodily symptoms, perceptual distortions, 
and dysfunctional behaviour. For the Clinician to arrive at some understanding of the 
issues presented and formulate an interpretation that allows the client to feel understood, 
they must observe not only the client’s responses and overt actions but also reflect upon 
self-observations and the overall atmosphere of the sessions (Steiner, 1993). When this 
is convincing and extends beyond thoughtfully reiterating the client’s words, the client 
feels the Clinician can contain and understand those elements he/she has projected, and 
as a result the projected objects can be reintrojected in a more tolerable form (Steiner, 
1993). Only once the client senses this relief are they able to introject the Clinician’s 
capacity to think and experience as a model for their own self-thought. In this way it is 
possible to promote the growth of an individual’s capacity to contain their own anxieties 
as a result of having someone else to do this for them, when they needed this type of 
help.
With reference to developments in clinical practice, several researchers have made 
further applications of their own definitions of emotional regulation and created 
unquestionable progress through theories such as the “psychic attunement model” 
(Stem, 1985) and “social biofeedback” (Gergely and Watson, 1996). Even research 
fields more distant from a psychodynamic informed psychology, such as cognitive- 
psychology, have become increasingly aware of the impact and significance of 
emotional expression and regulation within the family, suggesting that there is 
accumulating evidence to suggest that children transform early interactions with 
primary care-givers into cognitive-affective schemas of self and other which regulate 
and direct subsequent behaviour (Fonagy, 1999).
6. ATTACHMENT
Bowlby’s (1969) theory of attachment has become the dominant paradigm for 
understanding the mental processes associated with the social and emotional behaviour 
observed between infant and primary carer". According to Bowlby (1969), infants are
' ' In the child and social development literature the term is used almost synonymously with reference to 
the evolving relationship between an infant and primary carer (usually the infant’s mother).
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bom with an attachment behaviour system made up of an innate collection o f automatic 
behaviours that promote survival when the infant perceives they are vulnerable. This 
set of behaviours, which include crying, clinging and grasping, are assumed to motivate 
the initial urge to relate to others and moreover, these behaviours are deemed to evolve 
throughout infancy in conjunction with the emergence of new emotional and cognitive 
capacities and the quality of their relationship with primary caregivers (Ainsworth, 
Blehar, Waters, and Wall, 1978).
Empirical evidence (Ainsworth et al., 1978; Main and Solomon, 1990) has identified 
specific pattems of attachment relationships (see Appendix A). These are said to be 
constmcted on infants’ experiences of carers’ responses and an affectionate bond that is 
encoded into a set of expectations about the availability of social interactions, the 
likelihood that interactions will provide support at times o f need, and the 
appropriateness of behaviours expressed in social exchanges (Bretherton, 1992). These 
expectations are assumed to endure over time and influence the individual’s 
interpersonal relationships in later life.
Bowlby’s (1969) attachment theory has a clear conceptual association with the 
psychoanalytic views of development and social relations (Steele and Steele, 1998). 
For example, there is a shared belief that the meaning infants derive from early 
interactions with carers are represented in an intemal working model that serves as the 
backdrop from which individuals evaluate their own self-worth and their interpersonal 
relationships (Kemberg, 1995). Moreover, there is a shared belief that anxiety 
provoking experiences that arise from contact (or lack of it) with a carer are 
fundamental in shaping intemal working models. Arguably, the most controversial 
psychoanalytic views to elaborate these beliefs stem from object-relations theorists who 
have built upon early instinctual-drive theory to highlight (a) the role intrapsychic 
conflicts have in motivating attachment related behaviours/disturbances and (b) the 
effect these conflicts have on transforming actual experiences in the internalised 
representation (e.g., Bion, 1962; Klein, 1948; Winnicott, 1971, as cited in Gomez,
1997).
6.1 Instinctual-Drive Theory
Instinctual-drive theory maintains that individuals function in response to external 
environmental demands as well as in response to conflicts of the inner environment.
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Freud (1915) described these inner psychic energies as instinctual drives that are 
regulated via the forces of the id, ego, and superego. In terms o f attachment, early 
psychoanalysts hypothesised that an infant’s innate desire to satisfy their instinctual 
drives are largely mediated via the maternal relationship. During the first year of life 
the infant’s own ego and self-preservation capacities have not yet formed and so the 
infant is motivated to rely on their carer to provide an auxiliary ego (A Freud, 1936). 
When the carer consistently satisfies the infant’s drive for pleasure and aggression 
(primarily through oral gratification) and their manner reflects sensitive and loving care, 
the infant builds a sense of trust that their needs will be met. Consequently, the infant 
begins to internalise a positive self-image of the carer, which is absorbed as the identity 
of their own ego that will satisfy drives and provide confidence to explore the 
environment (i.e. secure attachment). When this internalised image is based on hostile 
or critical interactions with carers and the infant’s needs are not regularly met, there is 
no trust or perhaps mistrust in relying on others for comfort and reassurance (i.e. 
insecure attachment).
The instinctual-drive approach provides an explicit outline for the motivation and 
development of the attachment bond, regarding it as critical for exploration of the 
environment and building one’s own self-esteem. Drive theory also outlines the 
processes by which early infant relations are carried forward to have an enduring effect 
on later social interactions. In terms of empirical evidence, several studies have shown 
that infants whose needs are regularly met with sensitive, caring parental practices are 
significantly more likely to have positive attitudes to peer relations and social 
adaptation in later life when compared with infants who experience critical and abrupt 
carers (e.g. Egeland, Carlson, and Sroufe, 1993; Sroufe, Egeland, & Kreutzer, 1990). 
This evidence supports the idea that early contact with carers provides a learning 
experience, which may be internalised and exert an influence on later social 
interactions. Despite the evidence for this psychoanalytic perspective on attachment, it 
has been criticised on the grounds that it overemphasises the importance of feeding in 
the development of emotional ties (Bretherton, 1992).
6.2 Object-Relations Theory
Klein’s (1948) view of social relationships and development incorporates much of 
Freud’s (1915) instinctual-drive theory, specifically the idea that the infant is, from 
birth, constantly threatened by destructive impulse from the aggressive drive. To
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dispose of these aggressive urges the infant is compelled to invest in an outside object 
(i.e. the carer). However, the dominance of the aggressive drive provides that the 
infant’s experiences in the first three months of life are heavily tinged by anger and 
anxieties of being persecuted whenever their desires are not immediately and 
completely satisfied. In order to cope with these anxieties (which for the most are 
assumed to be fantasised on the infant’s behalf) the infant will order their experiences 
by splitting them into what he/she feels are good and bad experiences. In other words, 
the infant perceives the carer as part-objects. By splitting good from bad the infant has 
the chance of experiencing a good relationship and can take in (introject) this good 
object as a base for their sense of self (i.e. the ego). At the same time, the infant can 
project impulses and anxieties they can no longer hold inside into the bad object. These 
processes at play in early infant-carer relationships (which Klein referred to as the 
paranoid-schizoid position) are the means by which the infant initially copes with the 
persecutory anxiety of being unprotected in the external environment, and which 
enables the infant to get started with trusting an external object who inevitably cannot 
satisfy all of one’s instinctual needs.
Over time the splitting processes are assumed to diminish and the infant is thought to 
become increasingly aware that good and bad external objects are really one, for 
example, the carer is a whole object with good and bad parts. Once in this position, 
which Klein (1948) referred to as the depressive position, the integration o f good and 
bad aspects gives rise to new fears and guilt related anxieties, and the infant becomes 
less concerned with being persecuted by external objects and is more worried with 
protecting the good intemal and external objects. Consequently, the infant is less 
inclined to project intemal bad objects and will instead take them onboard, along with 
good objects, as part of their superego. This integrated representation of a carer made 
up of good and bad parts and the desire to protect their relationship with this object is 
deemed to be the basis from which the infant will be accepting of other relationships in 
later life. However, if this mental integration does not develop, the infant continues to 
project entire unwanted and feared aspects of their emerging self into the representation 
of the carer (and other people in later life) resulting in angry/passively aggressive 
relationship pattems (projective identification; Klein, 1948).
Psychoanalytic views have continued to be influenced by Kleinian ideas. For 
example, Fonagy (2001) argued that the intemalised state of mind o f the infant in the
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depressive position, in which there is integration and acceptance of imperfection in the 
carer, may be analogous to a secure attachment. When these individuals feel that their 
carer is not attuned to them they will sense that this does not reflect the whole carer. 
While they may feel disappointed or frustrated by not having their needs met, they will 
persist with seeking proximity and maintaining contact, and their feelings will dissipate 
quickly.
In contrast to secure attachments, insecure attachments may reflect the lability of the 
mental representations of carers that is characteristic of the paranoid-schizoid position. 
For these infants, the carers’ inability to satisfy their needs is felt as a more permanent 
characteristic of the bad object, and so instead of persisting with their primary means for 
gaining proximity and control they will resort to other strategies such as pretending not 
to be distressed (avoidant attachment quality) or resisting contact in protest o f their 
distress (resistant attachment quality). Subsequent collapse of these attachment 
strategies might be expected when the child perceives very little good parts to the carer 
and they are confused and frightened about how to respond in their presence 
(disorganised attachment quality; Hesse & Main, 2000). It is perhaps this latter form of 
insecure attachment that fits best with Klein’s (1948) views insofar that she assumed 
that the paranoid-schizoid position will dominate over the depressive position in 
stressful situations. Moreover, there is empirical evidence indicating that splitting (one 
of the primary processes of the paranoid-schizoid position) is an important marker of 
insecurity among people categorised with disorganised attachment pattems (e.g. Main 
and Goldwyn, 1995).
6.3 Attachment in Terms of Clinical Practice
There is an apparent difference between the evidence based practice research format 
for traditional medical models and cognitive-behavioural therapy models. 
Psychodynamic intervention evidence is ‘process oriented’, whereas cognitive- 
behavioural therapy is more ‘outcome oriented’ (Gold, 1995). That is, in cognitive 
behavioural therapy, the aim is to modify the disturbance or its symptoms as directly 
and efficiently as possible. Process-oriented therapies, on the other hand, view 
symptomatic changes as occurring indirectly through exploration o f emergent themes, 
schemas, or unconscious motives and beliefs (Fonagy, 1999). What needs to be 
understood or resolved in such therapies are intra-psychic states or interpersonal 
maladaptive pattems. These difficulties are reflected in the lack of empirical evidence
71
Children, Adolescents, and Families Essay 
supporting the effectiveness of psychoanalytic based treatments for various 
psychological problems encountered in clinical work with children (Wolpert, Fuggle, 
Cottrell, Fonagy, Phillips, Pilling et ah, 2002). Nevertheless, an understanding o f the 
mental processes encapsulated in Freudian and Kleinian ideas can provide valuable 
insights into working with children whose early attachment relationships are heavily 
implicated in the manifestation of social and emotional disturbances. These 
disturbances include impaired peer relationships, affect regulation, frustration tolerance, 
impulse control, self-esteem and cognitive functioning (see Jacobitz and Hazen, 1999 
and Moss, Rousseau, St-Laurent, and Saintong, 1998, for details).
Fonagy and Target (1996) note that developmental disturbances may be linked with an 
impoverished sense of self and others, which has been intemalised in the superego. For 
example, a child whose intemalised representation of self and others comprises the 
integration of strict disciplinary parental standards that have come to dominate over 
their good intemal objects, may feel impelled to live up to the unattainable demands of 
perfection. In a similar way, a child whose good intemal objects have been 
contaminated by the intemalisation of unrestrained parenting may not aspire to any 
standards, and so will feel no guilt when breaking the mles or behaving immorally. In 
extreme cases, such as children who have experienced a particularly frightening and 
unpredictable parent, there may be little integration of intemal representations. From 
the Kleinian perspective, these children are assumed to split their early experiences into 
quite separate good and bad objects, which in their later life continue to serve as a 
framework for interactions with parents, peers and authority figures. Typically for these 
children, people in their social network will be identified as falling into either good or 
bad categories, leading them to behave morally toward those whom they have a positive 
transference and immorally toward those with whom they have a negative transference 
(Carr, 1999).
Fonagy and Target (1996) argue that to tackle the psychoanalytically inferred mental 
processes in children with developmental disturbances one needs to consider, not only 
the presence of impoverished mental representations, but also the representations and 
mental experiences that are absent as a result of the impaired processing. To this end, 
treatment therapies need to provide children with altemate cognitive experiences that 
directly address the limitations of the child’s self representations, and that help the child 
to develop an awareness of the mental states of other people, as well as themselves.
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One treatment programme that has adapted these ideas into the limited confines ofNHS 
resources, and for which there is a growing body of clinical effectiveness data 
(Chamberlain, 1994), is the idea of social skills groups. Within these groups, children 
can be exposed to (a) a social environment in which there is a set of societal rules that 
are consistently reinforced and (b) ecologically valid strategies to strengthen their 
capacity to monitor their own intemal states (i.e. thoughts, feeling, and physiological 
sensations) and empathise with that of others. Moreover, therapists attuned to 
intrapsychic processes can use their training to interpret and work through issues of 
splitting and projecting good and bad qualities into various group members/facilitators 
should it arise. A child might then be expected to develop a balanced integration of 
good and bad objects, and intemalise morally acceptable standards into the superego. 
Carr (1999) speculates that the effectiveness of such programmes may be enhanced by 
corresponding parental training on the principles of shaping and positive reinforcement 
of acceptable behaviour.
7. CONCLUSION
This critical analysis has reviewed the concepts of attachment and containment from a 
psychoanalytic perspective, focusing particularly on the role intrapsychic processes 
motivating and influencing a child’s social development and behaviour. The richness 
and complexity of the psychoanalytic theories from which both concepts have emerged 
has meant that large and potentially important aspects related of these concepts have 
been overlooked. Nevertheless, the psychoanalytic ideas discussed here provide 
valuable insights into understanding some of the unconscious processes and subjective 
experiences that need to be considered when interpreting and formulating a client’s 
behaviour/ disturbances. Moreover, this analysis has highlighted the necessity to 
maintain some flexibility within the psychoanalytic model in order to make use o f the 
concepts and ideas discussed. In fact, one might expect that the gap between Clinical 
Psychology and psychoanalysis can continue to merge to the benefit o f both disciplines 
if there are continued efforts to use one to inform the other.
Psychodynamically oriented therapy tends to be long-term and therefore comparatively 
expensive. It needs to be reserved for the children and adolescents with the most 
complex needs, for whom short-term therapeutic measures are not effective and for 
whom therapy is not a luxury but a lifeline. The National Health Service’s drive for
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evidence based practice offers a real challenge for clinicians incorporating 
psychoanalytic concepts. Evaluation and research are therefore priorities if the 
conceptual framework of psychodynamic theory is to be well understood. Therefore, 
with regards to ascertaining which psychoanalytic concept has the greatest clinical 
applications, we may need to further ask which form of therapy works for which child 
with which type of presentation under what conditions. Some progress has been made 
towards this goal even though the current consensus advises that “there is insufficient 
evidence to draw conclusions about the effectiveness o f psychodynamic child 
psychotherapy” (Wolpert, Fuggle, Cottrell, et al, 2002). Therefore, in the absence of 
adequate knowledge concerning the aetiology of and optimal treatment for many 
childhood disturbances, conceptualising concepts like those discussed here may serve as 
useful guides for clinical work. However, it is important not to become rigidly aligned 
with these perspectives to the exclusion of other potentially useful views o f child 
behaviour.
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APPENDIX A: Attachment Patterns 
Secure Attachment
Infants who are distressed by parental separation but who are easily comforted and 
happy to see parent upon reunion. Often return to joyful play.
Insecure-Avoidant Attachment 
Infants who are not distressed by parental separation and who physically avoid or turn 
away from the parent upon reunion. Subsequent play is usually flat and unanimated.
Insecure-Resistant Attachment 
Infants who remain close to parent before departure and who seek contact upon 
reunion, but angrily/passively resist the contact once offered. Play is ineffectual and 
shows signs of anger.
Disorganised/Disorientated Attachment 
Infants who show a marked and pervasive fear in the presence of the carer and who 
often display a variety of confused/contradictory behaviours at reunion, including 
turning away while being held and flat or depressed affect.
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What factors in Older Adults (a) cause “Depression” and (b) are addressed in 
treating depression psychologically.
1. INTRODUCTION
Depression is the most common psychiatric disorder amongst people aged 65 years 
and over (Denihan et ah, 2000), yet it is often under-diagnosed (Henkel et al., 2003) 
and only a small minority of older adults (OA) with significant symptoms receive 
adequate treatment and referral (Cole & Yaffe, 1996). A review of international 
studies (mostly conducted in Britain and the USA) suggest that only 10% of 
depressed OA are referred to psychiatric services (Klinkman, Schwenk, & Coyne,
1998). The National Service Framework (NSF) (Department of Health, 2001a) for 
older people emphasises the need to target depression, and links the treatment of 
depression with its strategy to reduce suicides. Depression is associated with 
subjective well-being, increased mortality (Dinan, 1999) due to suicide and medical 
illness, as well as intensified disability associated with medical and cognitive 
disorders (Geerlings et al., 2000), and with reference to healthcare providers, 
increased health service utilisation (National Health Service Executive, 1995), as well 
as the cost in terms of mental anguish and suffering that it conveys to the patients and 
their families. Depression in medically ill older patients has been shown to interfere 
with compliance to medical therapy (Morgan & Killoughery, 2003), interfere with 
recovery from illness (Hinrichsen & Hernandez, 1993), and adversely affect survival 
(Abas, Hotopf, & Prince, 2002).
Referral criteria for older adult services range from over 65’s to over 75’s, published 
research has been as inclusive as the over 60’s in discussion of early onset depression, 
whilst late onset may be defined as experiencing the first major depressive episode 
after the age of 60. For the purpose of this essay, the older adult age group will be 
defined in terms of the over 65’s in order to highlight implications for the spectrum of 
older adult services and dominant presentations and risks at varying age groups. 
Depression may be discussed in terms of biological, social, and psychological causes, 
however the treatment of depression in OA will primarily focus on the psychological 
factors.
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2. DEFINING DEPRESSION IN OLDER ADULTS
Because of the complex relationship between depression, drug interactions, and 
serious physical illness in the elderly, an accurate diagnosis in this group is important 
but not always straightforward (Henkel et al., 2003). The DSM-IV defines separate 
criteria for major depressive episode, major depressive disorder, and dysthymic 
disorder (American Psychological Association, 1994), (The core symptoms for 
depression may be found in Appendix A). A major depressive episode is defined as 
an interval lasting at least two weeks during which the patient exhibits depressed 
mood or loss of interest or pleasure in usual activities. The interval must represent a 
change for the patient and must include multiple symptoms such as sadness, 
tearfulness, disturbance of appetite and\or sleep, motor slowness or agitation, fatigue, 
low self-esteem, guilt, difficulty in concentrating or making decisions, or thoughts of 
death. A major depressive disorder is diagnosed when there is a history of one or 
more depressive episodes in the absence of other psychiatric disorders such as 
schizophrenia or mania. A dysthymic disorder is diagnosed when the patient 
chronically experiences symptoms of depression for at least two years, but these do 
not meet the criteria for major depressive episode or major depressive disorder.
Minor depression, also referred to in the research literature as demoralisation 
syndrome, dysphoria, atypical depression, masked depression, and sub-syndromal 
depression (Lebowitz et al., 1997), is about three times more common in OA than 
major depression and is the most common type of depression encountered in primary 
care (Beekman, Deeg, Bramm, Smit, & Van Tilburg, 1997). Only a minority of those 
with depressive symptoms have sufficient symptoms, of sufficient severity, to warrant 
the diagnosis of major depression (Beekman et al., 1997). The numbers of symptoms, 
and their chronicity, are the two most important clues as to whether depression is 
‘major’ or ‘minor’, or whether the patient has dysthymia, an adjustment reaction, or a 
brief depressive reaction. Minor depression may be characterised by variability of 
symptoms and somatisation. Symptoms of anxiety should also generally be regarded 
as indicating depression (Herran, Vazquez-Barquero, & Dunn, 1999).
Angst and colleagues (Angst, Merikangas, Scheidegger, & Wicki, 1990) suggested a 
diagnostic criteria for a subtype of minor depression, namely recurrent brief 
depression. The criteria for recurrent brief depression are identical to the criteria for
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major depression in terms of mood, number of symptoms, age of onset, family 
history, longitudinal course, and level of impairment. The requirement for length of 
depressive episode was however reduced to less than two weeks, with these episodes 
occurring monthly over a period of one year for the diagnosis of recurrent brief 
depression to be made. Age of onset, family history, longitudinal course, and level of 
impairment was similar in this longitudinal study to those for major depression.
Proffitt and colleagues (1996) and Jackson and Baldwin (1993) both found in their 
studies that although nurses were familiar with the symptoms of depression, they were 
unable to identify these symptoms in their aged patients and say whether or not they 
were depressed. Furthermore, despite the fact that OA visited their GP in primary 
care up to twice often as the population as a whole depression is greatly under­
diagnosed (Kendrick, 2000). The characteristic symptoms of depression are not 
always present or readily apparent in OA. Some OA may be aware of their 
depression but believe that nothing can be done about it or may tend to hide their 
symptoms of depression behind the screen of somatic illnesses (such as aches and 
pains) or other mood states (such as confusion, agitation, anxiety, and irritability) 
related to depression rather than depression itself (Hughes, 1992; Gomez and Gomez, 
1993; Kanowski, 1994; Muller-Spahn and Hock 1994). Often they are unable or 
unwilling to express their feelings or are even unaware that they are depressed 
(Henkel et al., 2003). Their symptoms are often ignored or confused with other 
ailments common in the elderly, including Parkinson's or Alzheimer's disease, 
dementia, thyroid disorders, arthritis, stroke, cancer, heart disease, and other chronic 
conditions (Baldwin, 1998).
3. CAUSES OF DEPRESSION IN OLDER ADULTS
Depression in older age is a common disabling condition. Community studies have 
shown that 10-15% of the population aged 65 years or over suffer from significant 
depressive symptoms (Watts, 2001; Denihan et al., 2000; Livingstone, Watkin, 
Manela, Rosser, & Katona, 1998), making depression the most common psychiatric 
disorder in presenting to older adult services. Robinson (Robinson, 1989) reported 
that 31% of all new referrals to a British older adult services received a diagnosis of 
depressive illness. Older patients seen in general practice have higher levels of (often
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unrecognised) depression than do population samples (Laidlaw, Davidson, & 
Arbuthnott, 1998). Housebound individuals are twice as likely to experience 
depression than more mobile OA (Denihan et al., 2000), and those living in sheltered 
accommodation may have an even higher prevalence of depression (up to 25%) 
(Field, Walker, & Orrell, 2002). Most nursing home residents experience depression 
more often than people of same age living in the community, with the result that 
major depression increases the likelihood of death by 59% in the first year after 
admission to a nursing home (Challis et al., 2000).
Among OA, the prevalence of major depression is lower than among younger adults, 
with most estimates falling between 1 and 5% (Patemiti, Verdier-Taillefer, Dufouil, & 
Alperovitch, 2002). However, the prevalence of milder depressive symptoms in OA 
is much higher, ranging between 10 and 25% (Patemiti et al., 2002). The prevalence 
of both major depression and a dysthymic disorder is even greater for older 
individuals who are hospitalised or living in long-term care facilities.
Only a small minority of depressed older individuals with significant symptoms 
receive treatment or referral, even though their GPs frequently recognise their 
depressed state (Kendrick, 2000). The severity of the depression and high levels of 
anxiety seem to be triggers for referral (Eustace et al., 2001), but as a whole it seems 
tme to say that depression in later life is under-diagnosed and under-treated. Its 
significance is under-estimated despite evidence that later-life depression is associated 
with disproportionately high rates of suicide and high mortality from all causes, and is 
the third leading cause of death related to injury (Montano, 1999). Depression is the 
psychiatric condition most often linked to suicide among OA (Conwell & Caine, 
1991), particularly men who are a worldwide phenomenon accounting for 81% of 
these suicides, with divorced or widowed men at highest risk (McIntosh, 1992). Most 
elderly patients who commit suicide have had recent contact with their GP 
(approximately one third within the preceding week) and most have major depression 
(Chiu & Ames, 1994), even though they are less likely to complain of low mood or 
give indications o f  suicidal intent (Crawford, Prince, Menezes, & Mann, 1998). This 
is particularly important as the NSF have set a clear goal of reducing suicide 
(Department o f Health, 2001a).
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3.1 Psychological and Social
The National Institute of Health sponsored a conference on the diagnosis of 
treatment of depression in late life (National Institute of Health Consensus 
Development Conference, 1993). The conference panel noted that depression is 
under-diagnosed and under-treated in OA owing to a combination of factors. 
Depressive symptoms in OA may be somewhat different from those observed in 
younger adults, with depressed mood being less prominent. Vegetative symptoms 
(poor appetite, insomnia, lack of energy, absence of pleasure) may be more indicative 
of depression and more helpful in making diagnostic decisions. Although changes in 
sleep patterns and reduction in energy often occur with normal ageing, insomnia 
accompanied by anxiety, obsessive sad thoughts, and reduced interest in usual 
activities are often symptomatic of depression. Depressed OA may not exhibit the 
loss of self-esteem and guilt that are characteristic of depression in younger adults but 
are more likely to appear apathetic, agitated, anxious and preoccupied with physical 
complaints (Blazer, 1991; Patemiti et al., 2002; Rennemark & Hagberg, 1999; 
Kennedy et al., 1989).
Considerable research has focused on whether late life depression (the onset of an 
initial major depressive episode after age 60), has characteristics distinguishing it 
from depression occurring earlier in life, and therefore has important implications for 
predicting those at risk of depression as well as designing recommendations for 
treatment. Although many studies have examined these issues, the findings have been 
variable and conflicting, in part because of methodological differences in important 
features such as the severity of the patients’ depression, the research setting (e.g. 
outpatient clinics Vs. psychiatric hospitals), the variables measured, and the degree 
and nature of any concurrent medical illness (Koenig, Goli, Shelp, Kulder, & Chohen, 
1992; Denihan et al., 2000; Schweitzer, Tuckwell, O'Brien, & Ames, 2002).
A review by Brodaty and colleagues (Brodaty et al., 2001) concluded that an early 
onset depression (defined as first major depressive episode before 60 years) appears to 
have a greater genetic (and personality) aetiological contributions, whereas late onset 
depression appeared to be more focused by acquired pathology. A previous history of 
depression prior to age 65 increases the likelihood of recurrence (Denihan et al.,
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2000), as well as previous history of relapse and poor premorbid personality were 
associated with a worse prognosis.
A review of studies (Kennedy et al., 1989) using the Centre for Epidemiologic 
Studies Depression Scale (CES-D) (Radloff, 1977) has demonstrated a consistent 
pattern of risk factors for depressive symptoms from a social perspective. Studies of 
heterogeneous samples indicate that poor health, bereavement, lack of 
companionship, female gender, economic deprivation, and, to a lesser extent, age are 
associated with expressions of substantial levels of depressive symptoms. Further 
variables increasing the risk of depression with OA include unmarried (particularly 
widowed) status, the occurrence of stressful life events, and the absence of a 
supportive social network (National Institute of Health Consensus Development 
Conference, 1993; Lebowitz et al., 1997). OA are likely to experience a number of 
stressful life-cycle changes, such as the retirement from work, moving from a long­
term family home, or the severe illness or death of a spouse. The inability to fulfil 
social roles resulting from physical disabilities is a further major risk factor for 
depression (Dinan, 1999).
3.2 Medical and biological
An association between poor health and depression appears to be greater in people 
aged 75 years and over, than for younger old people (over 65’s) as a whole. Poor 
health, loss of mobility, and depression are linked with loneliness and social isolation 
(Cattan, 2002). Subjective measures of ill-health like pain or self-rating o f health are 
more strongly related to depression than are more objective measures o f illness or 
disability, like the number of chronic diseases or the degree of functional limitation 
(Bums, Lawlor, & Craig, 2002). Nearly a third of OA with four or more medical 
problems are depressed, compared with one in 20 of those without a significant illness 
(Kennedy, Kelman, & Thomas, 1990).
Coexisting medical illnesses that may increase the risk of depression include thyroid 
disorders, cancer, cerebrovascular disease, Parkinson's disease, myocardial infraction, 
and chronic obstmctive pulmonary disease (National Institute of Health Consensus 
Development Conference, 1993). Medications used to treat medical conditions may 
have side-effects predisposing the patient to depression. For example, one class of
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hypertensive medications, the beta-blockers, includes depression as a possible side- 
effect.
3.3 Cognitive decline
Many studies have shown an association between depressive symptoms and 
dementia (depressive pseudo-dementia) or cognitive decline (Jorm, 2000), but the 
nature of this relationship is unclear. Depressive symptoms have been found to 
proceed cognitive decline (Yaffe et al., 1999) or to follow the onset of dementia 
(Chen, Ganguli, Mulsant, & DeKosky, 1999). Research by Krai and Emery (Krai & 
Emery, 1989) identified 44 such patients with rapid onset of loss of interests, slowing, 
poor concentration, poor memory and orientation coexistent with severe depression 
characterised by self-depreciation, guilt, suicidal ideas and loss of appetite. Although 
all participants responded well to antidepressant treatment, follow-up for an average 
of eight years revealed that 89% subsequently developed dementia o f the Alzheimer's 
type. Geerlings and colleagues (Geerlings et al., 2000), found that depression was 
associated with an increased risk of Alzheimer's disease and cognitive decline only in 
people with higher levels of education.
Alexopoulos (1989) suggests that some if  not all patients with first-onset of 
depression in old age have underlying neurological disease, as a result of which they 
have a poor prognosis and, in particular, a high risk of developing irreversible 
dementia. Alternatively, depression might represent a causal factor in cognitive 
decline. Some studies indicate that early onset of depression (Palsson, Aevarsson, & 
Skoog, 1999) or depression that has a history of ten years or more (Speck et al., 1995) 
are at greater risk for factors of dementia.
Somatic symptoms such as fatigue or concentration disorders may be early 
symptoms o f dementia; they are also symptoms of depressive disorders and are 
included as items of depression rating scales. Therefore a high depression score may 
reflect early symptoms of dementia. In a recent study (Patemiti et al., 2002), patients 
with initial depressive symptoms, persistent (but not episodic) depression was 
associated with a higher risk of cognitive decline. This result is in agreement with the 
observation that people with depressive symptoms often suffer from cognitive
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impairment, which may be severe (pseudo-dementia) but is generally transitory and 
resolves on treatment of the depression.
Different mechanisms may explain why depressive symptoms predict cognitive 
decline. Depression may be a psychological reaction to perceived cognitive loss. 
Schmand and colleagues (Schmand, Jonker, Geerlings, & Lindeboom, 1997) found 
that depressive symptoms at baseline did not predict future dementia when memory 
complaints were accounted for.
From an organic perspective, some authors have proposed that chronic depression 
causes cognitive decline by the release of adrenocorticotrophic hormone and the 
consequent secretion of glucocorticoids (O'Brien, 1997). Prolonged secretion of 
glucocorticoids may have harmful effects and lead to hippocampal atrophy (Sapolsky,
1996). Furthermore, depressive symptoms and cognitive decline are linked to 
modifications in activity of similar cerebral areas (Baker, Frith, & Dolan, 1997). 
However, some studies did not report any significant association (Palsson et al., 
1999).
Therefore the associations between physical, psychological, medical, and biological 
variables in OA are epidemiologically and clinically important. OA are the least 
homogenous of all age groups, having many more dissimilarities than similarities. 
The patient’s presentation therefore, must be considered as idiosyncratic, with no 
particular variable presenting as a single causal risk factor in older adult depression.
4. ASSESSING DEPRESSION
Assessment of depression in OA requires three major activities (Baldwin, 1998) - 
information and impressions gathered during the clinical interview, the use of 
questionnaires for assessing the presence and severity of depressive symptoms, and 
potential findings from neuropsychological testing if suspecting cognitive decline due 
to dementia or stroke.
The clinical interview is most critical when evaluating depression (National Institute 
of Health Consensus Development Conference, 1993). Some psychologists prefer to
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use a structured interview or a rating scale to quantify their impressions. Primarily, 
the presence of depressive symptoms is carefully examined. When asked directly, 
OA often do not describe themselves as depressed but will report depressive 
symptoms when specifically queried (Henkel et al., 2003). Depressed patients often 
spontaneously report concerns about memory and attention, even when formal testing 
reveals that changes in these abilities are not significant (Phillips & Williams, 1997; 
Schmand et al., 1997).
In addition to interviewing the patient, it is important to interview an informant 
(family member, carer) about changes in the patient's behaviour (Collins, Katona, & 
Orrell, 1997). However, informant perspectives must be interpreted cautiously, 
because these individuals are not trained in psychological assessment. On the one 
hand, over-reporting of patient symptoms of depression is particularly likely in 
caregivers who are depressed themselves or in caregivers of patients with Alzheimer's 
disease, who may interpret unusual patient symptoms as reflecting depression (Cooke, 
McNally, Mulligan, Harrison, & Newman, 2001).
The relationship to other variables must be carefully examined, particularly to life 
cycle changes and medical conditions. The relatively sudden onset o f depressive 
symptoms and cognitive decline after major life cycle changes (e.g. the death of a 
significant other, the loss of one's home, retirement from work, a recent illness in the 
patient or a spouse or close family member) may reflect reactive depression. 
However, if  behavioural changes such as apathy and cognitive confusion were present 
before such life cycle changes or persist for a prolonged interval after other depressive 
symptoms have receded, this raises the possibility of an underlying medical or 
neurodegenerative disorder. The relationship of behavioural changes to medical 
conditions that are associated with depression-like symptoms, such as thyroid 
dysftmction, cancer, anaemia, and hypertension, must be carefully explored, as well as 
requesting routine tests including ftill blood count, and biochemical profile, B12 and 
folate estimates and thyroid ftmction. (National Institute of Health Consensus 
Development Conference, 1993).
The psychologist’s impression of the patient’s mood during the clinical interview 
and the formal testing is also critical. Patients who appear withdrawn, lacking in
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energy, easily tearful, sad, or anxious are more likely to be depressed. Irritability or 
difficulty in sustaining effort during the testing is also suggestive o f depression.
When evaluating depressed patients, it is particularly important to use the initial 
assessment to engage and motivate the patient’s involvement in the entire evaluation 
process. Depressed patients may be withdrawn, fatigued, and disinterested, and these 
characteristics may limit their ability to exert their best effort in a consistent fashion 
throughout the evaluation (Cooper & Murphy, 1986).
Although the summary above is by no means exhaustive, consideration for the 
patient’s cultural background prior to meeting due to potential language and 
vernacular difficulties. Consideration must also be given to attitudes to depression, 
which may impact on future therapeutic alliance and interventions (McCracken et al.,
1997). Further considerations include a review of medication and identification of 
drugs which may trigger/exacerbate depression (for example, some antidepressant 
medications have anticholinergic properties that may contribute to memory 
impairment and confusion. (Bonner & Howard, 1995), previous psychiatric history as 
a risk factor, and a risk assessment for suicide or harm from self-neglect (Wijeratne,
1998). The NSF (Department of Health, 2001a) sets a clear goal of reducing suicide 
and it is vital to ask about and take seriously any suicidal ideas or plans.
4.1 Instruments for assessing depression
Screening instruments may have a role in detecting depression and making the task 
of diagnosis easier. For OA, commonly used instruments include the Beck 
Depression Inventory (BDI-II) (Beck, Steer, & Brown, 1996), the Hospital Anxiety 
and Depression Scale (HADS) (Zigmond & Snaith, 1983), and the Geriatric 
Depression Scale (GDS) (Yesavage & Brink, 1983), of which the BDI-II and the GDS 
are most frequently used.
The BDI-II includes 21 items assessing depressive symptoms such as sadness, guilt, 
tearfiilness, appetite, and fatigue. The accuracy of the BDI-II for correctly classifying 
depressed patients and non-depressed individuals is relatively high. Although the 
BDI-II has strong as psychometric properties and is widely used, it was not 
specifically developed for use with OA and has several disadvantages for this
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population. Its multiple-choice format may be confusing to OA, particularly patients 
whose cognition is mildly compromised. The response alternatives for each item are 
not mutually exclusive, and some are relatively lengthy. Patients may have difficulty 
remembering each alternative when trying to choose between them, which will slow 
their responses, increasing the possibility that they may become frustrated, and extend 
the length of time necessary to complete the instrument. In addition, the BDI-II 
includes a number of items assessing somatic complaints (e.g. problems with general 
health, appetite, libido). These problems are common in non-depressed OA and may 
be related to variables such as concurrent medical conditions or even normal age- 
related changes.
The Geriatric Depression Scale (GDS) was specifically designed for evaluating 
depression in OA and is probably the best validated depression rating scale for the 
elderly population. It includes 30 items, each of which is responded to in a yes/no 
format. Although patients sometimes complain that having only two choices restricts 
their response, this format is generally easier to complete than that on the BDI-II 
(Brandt, 1990; Katona, 1997). The GDS places great emphasis on cognitive 
complaints (e.g. concerns about memory, concentration) than on the somatic 
symptoms as compared with the BDI-II. Responses consistent with depression are 
summed to yield a total score, and the test developers suggest that total scores above 
10 are indicative of depression (Yesavage et al., 1983). The accuracy of the GDS for 
correctly classifying both out-patients and in-patients as well as non-depressed 
individuals is at least comparable with that of the BDI-II (Katona, 1997).
In evaluating depression in patients with dementia, although self-report 
questionnaires can be used, the findings must be interpreted more cautiously and 
greater reliance must be placed on other sources of data. In patients with Alzheimer's 
disease, the accuracy of the GDS may be reduced, particularly in patients lacking 
awareness of cognitive change or with moderate or severe dementia, and was unable 
to distinguish between depressed and non-depressed patients with Alzheimer’s 
disease (Bums et al., 2002). Therefore there is a further need for a corroborative 
informant, such as family member or carer interviews as emphasised by Katona 
(1997).
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It is important to note that, as with all test data, the findings from self-report 
instruments are best interpreted within the context of the clinical interview findings 
and behavioural observations of the patient. The test score on the GDS or BDI-II 
represent only one part of the data necessary to evaluate mood during the assessment 
process. Therefore, for example, even if a patient's GDS score is below 10, they may 
be diagnosed as depressed on the basis of other data, and the converse is also true.
5. TREATING DEPRESSION IN OLDER ADULTS
Treatment can be divided into three main categories: social, medical, and 
psychological. An approach to deciding on treatment options for the different types 
of depressive disorder has been proposed (Baldwin, Chiu, Katona, & Graham, 2002) 
(dependent of severity), and may be seen in Appendix B. There is a large evidence 
base for the modalities of treatment, however the dominant focus will be on factors 
consistent with psychological treatments.
5.1 Social
Reducing isolation and encouraging engagement in activities can improve a patient’s 
social outlets and can be beneficial in reducing depression (Challis et al., 2000). In 
some cases family work with the family unit can be useful to reduce the stresses 
precipitating the depression. Inclusion of caregivers in the education and motivational 
programmes where possible is appropriate (Maidment, Livingston, & Katona, 2002) - 
the NSF (Department of Health, 2001a) stresses the need to explain the diagnosis to 
the patient and to discuss treatment options if at all possible. Furthermore, in order to 
encourage and maintain quality of life, the patient should be managed in their own 
home (Challis et al., 2000).
5.2 Medical
Anti-depressants such as SSRI’s are the treatment of choice for medical practitioners 
in treating depression (Wilson, Mottram, Sivanranthan, & Nightingale, 2002). There 
is no evidence that one antidepressant is more effective than another (Furukawa, 
McGuire, & Barbui, 2003). The choice is generally determined by the severity of 
depression, with more severe types of favouring treatment with tricyclics; prior 
response to a particular medication; tolerance, anticipated side-effects; drug
94
Older Adults Essay
interactions, and compliance (Lawrenson, Tyrer, Newson, & Farmer, 2000). 
However, there is evidence to suggest that when tricyclics are prescribed by GPs for 
depression, the dosage used is often sub-therapeutic (Orrell, Collins, Shergill, & 
Katona, 1995).
The use of antidepressants in the elderly can also be problematic: Tricyclics are 
effective and less expensive than SSRIs, but they have more adverse effects. 
Specifically, they pose a higher risk for adverse effects on the heart and possibly the 
lungs. OA take more medication on a regular basis, thus increasing the likelihood of 
drug interactions and making contra-indications to the use of antidepressant drugs 
more likely (Freudenstein, Jagger, Arthur, & Donner-Banzhoff, 2001). The need for 
other forms of treatment therefore becomes more pressing in this age group.
5.3 Psychological
Psychological treatments such as cognitive behaviour therapy (CBT) and 
interpersonal therapy (IPT) are recommended by the NSF (Department of Health, 
2001a) and Department of Health (Department of Health, 2001b) as effective 
treatments for depressive disorder in OA but are underused (Lebowitz et al., 1997). 
Allowing for diagnostic differences, OA are more likely than younger adults to 
receive ECT and are less likely to receive psychosocial therapies, such as CBT, social 
skills and assertiveness training, family therapy and individual therapy (Cole et al., 
1996).
CBT can improve severe depression in OA depression (Laidlow, 2001) and IPT has 
been tested successfully in maintenance treatment for recurrent severe depression 
(Koder, Brodaty, & Anstey, 1996; Lebowitz et al., 1997; Weissman, 1994; Weissman 
& Markowitz, 2003). The Life Review, a type of reminiscence psychotherapy, 
appears a viable option for preventing depressive disorders, related suicide ideation, 
and early death (Haight, Michel, & Hendrix, 1998). Remembering and 
communicating memories to a listener enables the ageing individual, during a period 
in his/her life when most experience a reduction in their self-esteem and social status, 
to add consonant elements to a positive self-image based on his/her accomplishments 
in the past (Lewis & Butler, 1974).
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O f Special note, psychological therapies were generally designed for an adult cohort, 
therefore modifications of therapy may be necessary to account for age-related 
changes such as the presence of chronic physical illness (Moorey, 1996) and slowed 
cognitive processing (Gallagher-Thompson & Thompson, 1996). The work by 
Liadlaw and colleagues (Laidlaw, Thompson, Dick-Siskin, & Gallagher-Thompson, 
2003) on CBT for OA for example, which demonstrates particular strengths in its 
plasticity of application, including the development of an awareness of the 
idiosyncratic nature of an individual's problems, has been demonstrated to be an 
effective tool for OA with mild to moderate depression and/or mild cognitive 
impairment . Judith Beck (1995), noted that CBT is based upon a constant re­
formulation of the person and the perceived problems. This further demonstrates the 
appropriateness of such a treatment modality as it may account for changes across the 
life-span. However, this approach is not all encompassing, and may not be 
generalised to working with very frail OA or those with cognitive impairment 
(Laidlow, 2001) for which a more behavioural or systemic approach may be 
employed to work with the patient or the carers.
6. IMPLICATIONS FOR SERVICES
Indications are that medical practitioners appear to prefer to manage depressed 
patients themselves (Laidlaw et a l, 1998), even though a majority of primary care 
workers consider adjunctive psychological treatment to have an important role in the 
management of depression. Unfortunately, a majority of GPs are unfamiliar with 
specialist OA clinical psychology services generally and also appear unfamiliar with 
psychological treatments for late-life depression. This means that structured 
psychological treatments with recognised efficacy for the treatment o f depression, 
such as Cognitive Behavioural Therapy, and which are often widely available to those 
under the age of 65, are not necessarily offered as a viable option for OA with 
depression. Local protocols are being developed by local older adult psychiatric team 
to outline the treatment recommended and when patients should be referred for 
specialist advice. The NSF requires these protocols to be in place by 2004, and makes 
particular reference to the need for all OA to have fair access to psychological 
therapies. Clearly this will depend on local availability but the NSF does not allow 
age discrimination.
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With reference to the reviewed research, one must emphasise that that research 
studies are often carried out in conditions quite different from those empirical 
settings. There is often a gap between efficacy and effectiveness, therefore despite 
evidence generated on clinical trials for a treatment intervention, it is often found that 
in vivo treatments prove much less efficacious
7. CONCLUSION
Due to the complex relationship between depression, drug interactions, physical and 
cognitive decline, and social circumstances in OA, causes for depression may not be 
limited to a single effect. Rather it must account for the a number o f interactive risk 
factors associated with the OA population and the idiosyncratic presentation of the 
patient.. Prognosis for depression in the elderly is not significantly worse than for 
younger patients, however, as would be expected, as compared with the general 
population, OA are more likely to die or develop dementia.
The research literature reviewed suggest that psychological therapies, specifically 
CBT, are equally efficacious in younger and older age groups and may be employed 
as and effective alternative to antidepressant medication.
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APPENDIX A: The core symptoms of depressive episode
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APPENDIX A; The core symptoms of depressive episode (Lebowitz et ai., 1997)
• Depressed mood sustained for at least 2 weeks (on most days much of the 
time)
AND/OR
• Loss of interest or pleasure in usual activities 
AND/OR
• Decreased energy, increased fatigue (in patients who are physically ill this 
may mean feelings of fatigue even when not attempting exertion), diminished 
activity
Other symptoms:
Suicidal thought or behaviour 
Loss of confidence or self-esteem 
Feeling of helplessness 
Inappropriate or excessive guilt 
Feelings of hopelessness or worthlessness 
Avoiding social interactions or going out 
Poor concentration and/or difficulty with memory 
Psychomotor retardation or agitation 
Sleep disturbance
• Reduced appetite with corresponding weight loss
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APPENDIX B: Treatment modality and type of depression
TYPE OF DEPRESSION
Psychotic Depression
Severe 
depression)
Mild to moderate depressive 
episode
Dysthymia
Recent onset sub-threshold 
(minor) depression 
Persistent sub-threshold 
(minor) depression 
Brief depression, grief 
reaction and bereavement 
symptoms
Major depression with co­
morbidity
Persistent minor depression 
with co-morbidity
TREATMENT MODALITY
Combined antidepressant and antipsychotic drugs; 
sometimes electroconvulsive therapy.
(non-psychotic Combined antidepressant and psychological therapy
Antidepressant or psychological therapy (CBT, 
problem solving, IPT or brief psychodynamic 
psychotherapy)
Antidepressant
Watchful waiting and support
Antidepressant and support
Treat as for moderate depression if  duration and 
intensity suggest intervention is indicated, otherwise 
support and watchful waiting 
Antidepressant (evidence from mixed-age studies)
Some evidence of the effectiveness of counselling
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OVERVIEW OF THE CLINICAL DOSSIER
This dossier consists of the summaries of each of the six placements completed 
during the three years of clinical psychology training, and a summary o f the five case 
reports, which are contained in the confidential Volume 2 of the portfolio. The case 
reports were written during each of the core placements (Adult Mental Health; People 
with Learning Disabilities; Children, Adolescents and families; Older Adults) and one 
specialist placement (Paediatric Psychology) representing psychological interventions 
undertaken during each placement.
These documents are presented in the order of placements undertaken.
I l l
Adult Mental Health Core Placement Summary 
ADULT MENTAL HEALTH CORE PLACEMENT 
Supervisor: Jane Street, Consultant Clinical Psychologist
Location: Tooting and Furzedown CMHT, Springfield University Hospital, Tooting,
LONDON
Dates: 10'" October 2001 -  22"'' March 2002
Summary of Placement Experience
The placement provided valuable experience of working within cognitive-behavioural and 
solution focused perspectives with a variety of adult mental health problems in the context of 
an acute psychiatric in-patient ward, CMHT out-patient clinics, and PCT G.P. Clinics. 
Clinical work comprised of assessment for treatment interviews, offering short-term 
interventions, psychometric assessments, and co-facilitating a relapse prevention group and 
community group on a psychiatric in-patient ward.
Clinical Skills and Experience
Experience was gained though a wide range of presenting problems including depression, 
panic disorder, post-traumatic stress disorder, specific phobia, bereavement issues, 
compulsive behaviours, psychosis, social anxiety, health anxiety, and relationship difficulties. 
Clients seen were males and females (age range 20-57 years) from a variety of cultural 
backgrounds. A variety of assessment procedures were used including the WAIS-III, BAI, 
BDI-II, HADS, GHQ, South Oaks Gambling Screen).
Meetings, Seminars, Visits and Research
Meetings were arranged with a variety of local professionals and organisations as an aspect 
of the placement induction. In addition, CMHT. meetings and weekly psychiatric in-patient 
ward rounds were attended.
A lecture on ‘Institutional Racism and Psychiatry’ was attended, as well as observing the 
BPS Division of Clinical Psychology (South) meeting.
An audit of the psychiatric in-patient relapse prevention group was undertaken. The service 
related research project was conducted whilst on this placement.
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ADULT MENTAL HEALTH CASE REPORT SUMMARY
Cognitive behavioural assessment and management of a 40-year-old woman presenting
with a major depressive episode
Confidentiality Statement: Personal details have been changed to preserve anonymity.
Reason for Referral
A white, British, 41-years-old female was referred to the psychology service by her GP. 
The referral requested psychological input for her presenting depressive symptomatology 
with reference to a recent redundancy.
Presenting Problem
The patient’s mood had deteriorated since her redundancy from an employment of 18 years. 
Prior to her redundancy she provided the main source of income for her family. She 
appeared to present with depressive symptomatology reactive to her predicament, requiring 
psychological intervention to stabilise her mood.
Initial Assessment
The patient appeared to be experiencing anxious and depressive symptoms associated with 
her response to a major life event. The presenting depression may be reactive to the external 
stress predominantly presented by her redundancy. Her presentation during the initial 
assessment may have been further aggravated by her expected receipt of her final redundancy 
wage on the day of assessment as well as previously being the main source o f income for her 
family, and therefore emphasising her role transition and disempowerment. Furthermore, 
from her presentation and background history, there was no evidence o f a differential 
diagnosis or a secondary psychosis to explain her symptomatology. The patient’s 
presentation, symptomatology, and scoring on the psychometric assessments were consistent 
with a diagnosis of clinical depression, meeting the criteria of a Major Depressive Episode as 
described by the Diagnostic and Statistical Manual Fourth Edition (DSM-IV) (American 
Psychiatric Association, 1994).
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Initial Formulation
The difficulties experienced by the patient were conceptualised within a cognitive model of 
depression (Beck, 1976) suggesting that early experiences lead individuals to form schemata 
about themselves and the world, which are subsequently used to organise perceptions and to 
govern and evaluate behaviour. Generally, the ability to make sense of one’s experiences is 
necessary for normal functioning. Some assumptions are however, extreme, rigid, and 
resistant to change, and hence dysfunctional or counterproductive (Fennell, 1989). When 
triggered by a critical life event, such as her redundancy, the dysfunctional assumptions 
generate an increase in Negative Automatic Thoughts (NATs), such as her belief that 
redundancy implies that she is worthless, and therefore unable to provide or care for her 
children. Beck (1997) argues that negative thinking is not simply a symptom of depression, 
but one of the primary maintaining factors. Depressed individuals tend to selectively attend 
to situations and events that reinforce their beliefs about themselves, interpreting an 
experience as evidence for an inadequacy (Padesky & Greenberger, 1995). For example, 
when she recalled her vocational experience, she framed her skills negatively implying little 
self-worth, whilst neglecting her achievements and hierarchical progression within the 
company. Further, she hesitated telephoning prospective employers due to a fear of rejection. 
This self-defeating behaviour reinforces her NAT that she is unemployable. As a result, a 
vicious circle is set-up, where the NAT’s maintain the depressed mood and vice versa.
Action Plan
Cognitive Behavioural Therapy (CBT) for depression, as developed by Beck (1976), is the 
most widely adopted, extensively evaluated and influential o f psychological treatments for 
depression, and has been demonstrated to reduce relapse rates (Parry & Richardson, 1996). 
The aim of therapy is to eliminate negative thoughts by training patients to challenge their 
own beliefs and underlying assumptions. This is achieved by both patient and therapist in 
collaboration, through a process of guided discovery. A broad CBT intervention approach 
was adopted, aiming to minimise the patient’s distressing response to her redundancy; 
provide coping strategies to cope with the depression response, and provide her with skills to 
challenge her unhelpful ideas regarding her self-confidence and her fear for the future.
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Intervention
The patient was seen over 8 one-hour sessions on a fortnightly basis. In earlier stages of 
intervention, a behavioural component was employed, using strategies aimed at overcoming 
the low activity levels typical in depressed individuals. Through completing diaries, the 
patient became progressively competent at identifying her own negative automatic thoughts 
(NATs), therefore a more cognitive behavioural tool was introduced. Thought Records, as 
designed by Padesky and Greenberger (1995), were introduced in an effort to generate 
constructive alternative thoughts to her NATs. She completed thought records in order to 
challenge her NATs about her ability to cope with her depression, her unemployment, and 
hope for future. She responded well to this concept, and took well to encouragement and 
positive reflection. She was able to apply this concept with ease, enabling her to reffame and 
challenge her NATS. The final session focused on her progress over the course of therapy in 
order to re-emphasise her sense of self-worth and achievement.
Outcome
The patient made significant progress with regards to her understanding o f her thoughts, 
anxieties, and coping strategies, and was confident in continuing her progress. This was 
noted by her achievements within therapy, at home, and vocationally. Her improved mood 
was reflected in scores obtained from the psychometric assessments.
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PEOPLE W ITH LEARNING DISABILITIES CORE PLACEM ENT
Supervisor: Ewa Rula, Consultant Clinical Psychologist
Location: Richmond Joint Service for People with Learning Disabilities
Dates: S"' April 2002 -  20“^  September 2002
Summary of Placement Experience
The placement provided valuable experience of working with adults and adolescents 
with mild, moderate and severe learning disabilities, the families, carers, and 
professional support systems, incorporating behavioural, psychodynamic, and 
systemic models. Clinical work comprised of assessment for treatment interviews, 
offering short-term interventions, psychometric assessments, and co-facilitating a 
‘Keeping Safe Group’ to provide information on keeping safe within the community.
Clinical Skills and Experience
Experience was gained through a range of presenting problems including anger 
management, bereavement, challenging behaviours, self-esteem issues, issues 
regarding sexual consent, vascular dementia, and assessment with regards to provision 
of care. Clients seen were males and females (age range 16-58  years) predominantly 
from White backgrounds. A variety of assessment procedures were used including the 
WAIS-III, Vineland interview, DMR, DR-2, Assessment of changing needs. Raven’s 
matrices, Neale’s reading ability. Brook’s assessment of social and sexual knowledge, 
and the test of Knowledge and Keeping Safe.
Meetings, Seminars, Visits and Research
In addition to meetings with professionals and services as an aspect of the placement 
induction, regular psychology and multi-disciplinary meetings were attended. The 
placement also offered the opportunity for participation in the psychology team ‘away 
day’, where issues on sexuality were presented. A further session on issues relating to 
assisting young people with learning disabilities and their families, through the 
transition from school to adulthood, was presented at a psychology team meeting. 
The SiG for PLD on '‘Sexuality: Knowledge, consent and mental health' was attended. 
Further, I introduced and fed-back the results of research undertaken as part of the 
Service Related Research Project at the NHS Trust’s CAMHS conference.
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PEOPLE WITH LEARNING DISABILITIES CASE REPORT SUMMARY
Sexual consent education and assessment of social and sexual knowledge for a 
27-year-old homosexual with learning disabilities from a social role valorisation
perspective.
Confidentiality Statement: Personal details have been changed to preserve anonymity. 
Reason for Referral
Mr. Calvin Johnson, a white, British, 27-year-old with mild learning disabilities, was 
referred for an educational package on consent issues following a multi-disciplinary 
Strategy Meeting relating to risks to other residents’ well-being, and Calvin’s failure 
to distinguish different relationships or recognise signs of consent.
Presenting Problem
Calvin’s documented history of incidents of inappropriate sexual behaviours 
includes disclosure of visiting local public toilets to meet other men for sexual 
activities and unprotected sex, and an incident involved a resident in his shared 
accommodation resulting in his relocation. Calvin was therefore at risk of contracting 
sexually transmitted diseases; of being sexually abused, assaulted, or arrested. His 
level of cognitive functioning and emotional immaturity had an influence on his 
interpersonal relationships and social skills, therefore making him particularly 
vulnerable to being exploited by others and placing him and his peers at risk of abuse. 
Furthermore, Calvin lacked an understanding of consent, therefore placing himself at 
risk of consenting to something potentially dangerous or unpleasant.
Initial Assessment
The assessment process involved reviewing developmental history, history of 
presenting sexual behaviour, and history of previous interventions.
Initial Formulation
Calvin is a young man who has the sexual drives that one can expect from a man his 
age. If  such drives cannot be expressed and satisfied, they may be contained through 
a number of means. Being able to embark on a process of forming relationships.
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which may eventually have a sexual quality may contain these impulses. Another 
way of containment may be successful masturbation. Unfortunately these methods of 
containment were not available to Calvin, therefore he remained vulnerable to 
misinterpretation of physical closeness. It may have been difficult for Calvin to 
negotiate boundaries in a close friendship and, more particularly, in a relationship that 
has already a strong tactile, although not sexual, quality.
Action Plan
In respect of the formulation, Calvin may have benefited from establishing ways in 
which he could meet and socialise with other gay men, and from education around 
consent issues and developing relationships. The philosophy of the Joint Service for 
Learning Disability was informed by Social Role Valorisation (O’Brien, 1989). 
Considerations in approaching this intervention included an initial opportunity to 
build a therapeutic alliance with Calvin; a need to be sensitive about issues of 
engagement, and maintain boundaries and confidentiality orientation.
Intervention
Session were aimed at facilitating an understanding of consent to sexual activities 
using Sex and the 3R ’s: Rights, Responsibilities and Risks (McCarthy & Thompson, 
1992), based on an assumption that Calvin had a basic sexual knowledge. Calvin 
appeared to understand general consent issues which were assessed through 
presenting scenarios and pictures from the resource pack. However, difficulties were 
noted when considering why people consented to sexual touch, and the vocabulary of 
sexual terminology and knowledge was lacking. It was felt that his comprehension in 
sessions, inappropriate sexual behaviour, and cognitive capacity would need to be 
accounted for in a reformulation of the presenting problem.
Reformulation of the Problem
There was a discrepancy between his presentation as quite a capable young man and 
his significant difficulties in learning skills. Due to his open and friendly disposition, 
Calvin may have appeared to comprehend situations, scenarios, and questions, and 
therefore assumptions were made about his level of understanding. Calvin was 
therefore considered to be vulnerable and suggestible to exploitation by others. A
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second assessment was therefore initiated in order to confirm/disconfirm the 
formulation.
Second Assessment
The assessment was intended to provide a valuable profile of Calvin’s personal 
development, clarify the factors contributing to the aetiology and maintenance of 
Calvin’s inappropriate sexual behaviour and understanding of consent issues. From 
this, fiirther interventions, recommendations and management issues could be 
addressed in order to limit the risk without hindering Calvin’s Rights. The Brook’s 
Questionnaire on Social and Sexual Knowledge was used in conjunction with Not A 
Child Anymore (1987) (a social and sex education programme for young adults with 
learning disabilities). It was hoped that the questionnaire would provide a valuable 
point of reference to asses any deficits in Calvin’s sexual knowledge, sexual anxieties, 
attitudes towards sex, and provide a baseline for evaluation of any future sexual 
education programme. It was therefore felt that despite Calvin’s previous and 
potential sexual activity, his knowledge base was poor, leaving him vulnerable, from 
a sexual health perspective, and an exploitative perspective.
Outcome
As a result of the assessment, recommendations were made in respect of care 
planning, provision of services, educational packages, and guidelines for working 
with Calvin. Evaluating the success or failure of the intervention was difficult to 
gauge - it is uncertain whether he may practice safer sex consistently even after 
sustaining a series of sex education. What was achieved was an invaluable insight 
into the reality of his sexual life, which in turn may highlight other areas of need.
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CHILDREN, ADOLESCENTS, AND FAMILIES CORE PLACEMENT
Supervisor: Dr, Hermann Huber, Principal Clinical Psychologist
Location: Beaumont House Multi-Agency Service, Heme Bay, East Kent
Dates: 16‘" October 2002-28'" March 2003
Summary of Placement Experience
This placement provided an invaluable experience of working with children, their 
families and professional support services, in using cognitive behavioural, 
behavioural therapy, narrative therapy, attachment theory and systemic approaches 
within a variety of presenting problems in a multi-agency service, child and family 
social services, and local schools.
Clinical Skills and Experience
Clinical work comprised of assessment interviews, short-term interventions, 
psychometric assessments, family therapy work, consultation with Social Services 
with forensic and Child Protection cases, and co-facilitating a social skills group for 6 
to 8 year-old boys with ADHD. Experience was gained through a range o f presenting 
problems including faddy eating, anger management, conduct disorder, attachment 
issues, suicidal ideation, autistic spectrum disorders, ADHD, fire starting, 
communication difficulties, school truancy, low self-esteem, bereavement, 
behavioural difficulties, and foster care issues. Clients seen were males and females 
(age range 3 - 1 4  years) from economically deprived backgrounds. A variety of 
assessment procedures were used including the WISC-III, WPPSI, WORD, WOND, 
CFSEI, Strength’s and Difficulties questionnaire, Connors Parenting Scale, Revised 
behaviour problem checklist, Robert’s apperceptive and projective test.
Meetings, Seminars, Visits and Research
In addition to meetings with professionals and services as an aspect of the placement 
induction, regular psychology and multi-agency meetings were attended, as well as 
school network and child protection meetings. A 30-minute presentation on 
Dyspraxia in children and adolescents as a differential diagnosis with regards to 
ADHD was made to a multi-agency group. A 1-day Systemic workshop on domestic 
violence was attended.
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CHILDREN, ADOLESCENTS, AND FAMILIES CASE REPORT SUMMARY
A multi-modal formulation informing a cognitive behavioural intervention with 
a 4-year-old girl presenting with feeding difficulties.
Confidentiality Statement: Personal details have been changed to preserve anonymity.
Reason for Referral
Coral was a 4/4 -year old White girl, bom in the UK, who was referred by the Health 
Visitor for concerns of her diet, eating habits, and related oppositional behaviour.
Presenting Problem
Coral’s presenting selective diet appeared to meet her nutritional needs, however 
there was a potential risk of her developing diabetes and digestive difficulties as a 
result of her high sugar intake, and a real concern for her dental health. Coral’s carers 
found it increasingly difficult to challenge her oppositional behaviour in relation to 
her diet and eating habits. Coral’s carers therefore were seeking an intervention that 
would encourage her to eat a balanced diet and therefore reduce the risks to her 
health.
O f further note. Coral’s mother, Amanda, is registered blind, and is an insulin 
dependent diabetic with health complications. Due to the mother’s visual impairment 
and medical complications, all sessions were conducted in Coral’s home. 
Furthermore, all correspondence, supporting educational literature and record keeping 
was duplicated in audio tape format.
Initial Assessment
A comprehensive assessment for children with feeding difficulties included a 
thorough history of the presenting complaint, as well as a developmental, medical, 
dietary, family and social history, and carer’s expectations and attitudes. 
Furthermore, informal discussions with the Health Visitor, General Practitioner, and 
Coral’s Primary school teacher were undertaken. Food diaries, observations, and 
growth monitoring indicators were incorporated during the assessment period.
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Initial Formulation
From the parental perspective, Amanda had attempted to reduce her anxieties 
regarding Coral’s health, risk of a failure to thrive, and her own skills as a mother. 
Amanda has learnt not to offer food that Coral does not like. She reduces the 
behavioural disturbance, emotional upset and her concern about adequate nutritional 
intake by offering Coral the preferred food. Coral equally learns that if  she causes 
enough disruption and upset then she will get her own way.
From a psychodynamic perspective (attachment), faddy eating may reflect the 
quality of the early parental relationship (Charone, 1982). The feeding relationship is 
one of the first relationships entered into by mother and infant therefore the way a 
mother feeds her baby is predictive of how attachment behaviours develop. Mutual 
gaze during the early months of feeding provides cues for mothers to adequately read 
and responded to their child’s cues. This early difficulty may have been further 
maintained by the presence of any combination of lack of confidence as a skilled 
parent, low mood as a result o f an abusive husband, and anxiety about meeting 
Coral’s needs.
Finally, a family focus (Systems) is essential to the formulation, both in terms of 
understanding the wider picture and in initiating and sustaining change. Families 
provide a powerful learning environment for children, who in turn both influence the 
family with the attitudes and behaviours, and are influenced by it. Typically, families 
with multi-dimensional difficulties receive input from a number of disciplines. 
However, the situation may often get worse as more helpers are involved, primarily as 
the greater the number of professionals, the more helpless Amanda may feel. This 
may fuel the family’s belief that Coral is a ‘special child’ and that no intervention will 
change her behaviour.
Intervention
Management of individual children varies greatly according to parents’ level of 
anxiety, degree of faddiness, home circumstances etc, but consistency is central to 
successful management of food fads; parents need to establish management ‘rules’
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and stick to them. Amanda was offered 8 sessions of cognitive and behaviour therapy 
and behaviour therapy for Coral (Southall & Schwartz, 2000).
Outcome
As for progress, Amanda had noted a reduction in subjective distress, attributed to 
better understanding of food refusal and the possible causes. Furthermore, Amanda 
was more able to contain and hide her own anxieties from Coral. Coral had attempted 
new foods however generally of the sugary type. Amanda attributed this change to 
their new de-emphasising approach. Coral was also more willing to accept her 
mother’s decisions regarding the rules around mealtimes and food, and mealtime 
routines had been well adjusted to. No apparent change in weight and height 
recorded.
The cognitive and behavioural approach was useful in the assessment, classification 
and treatment of the faddy eating. However, as with any carer training approach to 
behaviour problems, the carers needed help and guidance on how to implement the 
strategies. The contribution of the entire family system, in this case specifically the 
maternal grandparents’ relationship with Amanda, needs to be resolved if  treatment is 
to be effective and long-lasting. The context of the feeding difficulty needs to be 
understood and the factors that are maintaining the child's problems need to be 
identified for successful treatment to occur. The anxieties and strains on Amanda in 
relation to her visual impairment, medical difficulties, and strained relationship with 
her parents must be fully recognised in order to intervene more effectively.
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OLDER ADULTS CORE PLACEMENT
Supervisors: Dr. Sara Turner, Consultant Clinical Psychologist 
Dr. Victoria Hill, Principal Clinical Psychologist 
Location: Psychology Services for Older Adults, South West London & St.
George’s Mental Health NHS Trust 
Dates: 9*^  April 2003 -  26‘*’ September 2003
Summary of Placement Experience
The placement provided valuable experience of working using cognitive 
behavioural, systemic, client-centred, and behavioural theories as well as 
neuropsychological assessment in hospital in-patient, out-patient, and community 
settings. Clinical work consisted of assessment interviews and short-term 
interventions both with individuals, families and staff teams, as well as 
neuropsychological assessment with a range of presenting issues, and co-facilitating 
an anxiety management group.
Clinical Skills and Experience
Clinical experience was gained of a range of presenting problems including anxiety, 
depression, self-harm, panic disorder, sleep difficulties, adjustment disorders, and 
alcohol dependence. The placement experience allowed consideration of the specific 
issues which arise when working therapeutically with older people and appropriate 
adaptations of such work. Neuropsychological experience was also gained of a range 
of presenting issues, including suspected Alzheimer’s or other Dementias, frontal lobe 
and executive function deficits, and memory problems. A variety of assessment 
procedures were used including the BDI, BAI, BADS, HADS, MMSE, ME AMS, 
RBMT, Hayling & Brixton, NART-II, Schonell, W A IS -in"\ WTAR™, W M S -m "\ 
CAMCOG, Doors & People, GDS, IDDD, NPI, Sleep questionnaire, and Mobility 
Inventory. Clients seen were males and females (age range 66-88 years) from multi­
ethnic background.
Meetings, Seminars, Visits and Research
In addition to meetings with professionals and services as an aspect o f the placement 
induction, regular psychology, multi-disciplinary, and ward rounds were attended. A 
1-day briefing on the Easy Care single assessment was attended.
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OLDER ADULTS CASE REPORT SUMMARY
A report of a neuropsychological assessment of an alcohol dependent 68-year-old
woman with cognitive impairments
Confidentiality Statement: Personal details have been changed to preserve anonymity.
Reason for Referral
Mrs. Ross is a 68-year-old White British widow with a history o f alcohol 
dependency and cognitive impairment. She was referred by the Consultant 
Psychiatrist of an older adult inpatient mental health ward, due to concerns o f her lack 
of insight, safety, competence, and risk of relapse on discharge. It was important to 
establish a baseline neuropsychological assessment to assess her cognitive strengths 
and weaknesses, as well as ascertain whether there was potential for further cognitive 
improvement in light of the progress she had made since her admission to the ward.
Presenting Problem
Mrs. Ross has a history of alcohol dependency, cognitive impairment, depression, 
and falls. She was admitted to the A&E Ward following a fall when she sustained a 
pelvic fracture and head lacerations. She was unwilling to remain informally and was 
behaviourally aggressive. She was therefore detained under Section 2 MHA (1983) 
and transferred to an Older Adult Ward of a Mental Health Hospital. A 
neuropsychological assessment was requested with a view to consider a supported 
residential placement with regards to a suspected neuropsychological impairment.
Initial Assessment
An initial assessment was conducted in which information was derived from an 
initial interview with Mrs. Ross; an interview with her son and daughter-in-law; a 
view of Mrs. Ross’s medical notes, and informal discussions with nursing staff. A 
further 10 hours of neuropsychological assessments were conducted.
Hypothesis
Mrs. Ross’s presenting behaviour and observed deficits are consistent with alcohol 
related organic brain damage. With this in mind, it may be hypothesised that her
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neuropsychological profile would be consistent with a frontal type presentation of 
deficits. Furthermore, due to her high risk factors and gradual cognitive decline one 
may also hypothesise a differential diagnosis of frontal lobe dementia or alcohol 
related dementia. Finally, one may postulate the diagnostic issue of a related 
depression. Distinguishing between these alternatives is critical, as they are 
associated with different treatment strategies and prognostic outcomes.
Test Selection
A battery approach was used in order to comprehensively assess the range of 
executive function affected by Mrs. Ross’s presentation in order to identify strengths 
and weakness.
Neuropsychological Findings
Mrs. Ross’s premorbid intellectual functioning was estimated to be within the low 
average-borderline range. According to WAIS-III results, she did not present with 
significant overall decline in intellectual fiinctioning. However, significant deficits 
were observed in frontal-temporal functions including immediate and working visual 
memory, auditory and visual delayed memory, impaired reasoning and speed of 
processing. Her ability to learn and retain new information was poor. Her verbal 
reasoning skills were better than her visual reasoning skills. She also presented with 
visuo-spatial deficits relating to visual construction and planning ability. Her pattern 
of deficits is consistent with alcohol related organic brain damage.
Mrs. Ross presented as orientated in place and person. She was able to recall the day 
of the week though was unable to accurately determine the day of the month. Her 
physical well-being was reported to be much improved since her admission to the 
Ward. She was however lacking in insight with regards to her alcohol related 
behaviour and events leading to her inpatient admission. It was felt that her apparent 
improvement in mental state during her admission was a result of an extended period 
of abstinence from alcohol. It is uncertain whether Mrs. Ross would resume her 
alcohol consumption if  she returns to her sheltered accommodation. Further alcohol 
abuse is likely to quickly and detrimentally affect her cognitive functioning, particular 
in light of the deficits she has already sustained.
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Referral question
In response to the referral question, the findings summarised above should be 
considered in relation to frontal lobe damage as hypothesised and discussed in the 
literature review. Such damage is potentially reversible to some degree with 
abstinence for several months or years, but even after several years the brain may 
remain abnormal. In general, skills that requires novel, complex, and rapid 
information processing take the longest to recover. New verbal learning is among the 
first to recover. Cerebral atrophy reverses after the first few months of sobriety. 
Visual-spatial abilities, abstraction, problem solving, and short-term memory, are the 
slowest to recover.
Recommendations
Following the completion of the neuropsychological assessment, verbal and written 
feedback was presented to the multidisciplinary team. The recommendations 
included a relapse prevention plan and risk assessment.
Mrs. Ross has no insight to her cognitive and alcohol related difficulties. She has a 
limited social and support network and lacks a structured lifestyle. These factors may 
have contributed to her reuptake of alcohol misuse following previous hospital 
discharges. It was therefore recommended that she would benefit from attending an 
older adult Day Hospital / Community Centre for monitoring and reducing the risk of 
relapse for alcohol; guidance about maintaining her own health, and access to similar 
communities where her self-care skills and independence can be fostered through 
structured activities. Despite not appearing low in mood, her history of low 
confidence would suggest a regular monitoring of her mood.
Mrs. Ross demonstrated difficulties with executive function, with particular 
emphasis on following instructions and visuo-spatial deficits. She also has some 
significant memory difficulties. She would therefore benefit from simple clear and 
structured instructions, with confirmation and repetition to ensure comprehension the 
provision of auditory cues to help recall information and preserve orientation, and 
structured day care to help maintain social contacts and reduce the risk of alcohol 
misuse. Finally, it was recommended that the neuropsychological assessment be 
repeated in 12 months if cognitive deficits appear to progress.
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PAEDIATRIC PSYCHOLOGY SPECIALIST PLACEMENT
Supervisor: Dr. Sarah Waugh, Consultant Clinical Psychologist 
Location: Paediatric Psychology Service, St. George’s Hospital, Tooting,
LONDON
Dates: 15^  ^October 2003 -  26^  ^March 2004
Summary of Placement Experience
The specialist placement provided a comprehensive clinical experience comprising 
of assessment, therapy, consultation and teaching to complement the work of medical 
colleagues in caring for children and young people with a wide spectrum of 
recognised physical illnesses and developmental difficulties as well as those who 
exhibit symptoms of a more psychosomatic nature. The nature of the work ranged 
from providing relatively long-term support to children and families adjusting to life- 
threatening illnesses, invasive treatments and developmental difficulties through to 
short-term treatment of circumscribed medical phobias and behavioural difficulties 
such as feeding and toileting problems. Interventions were offered to out-patients and 
in-patients on one of the hospital’s six paediatric wards (covering general medicine, 
surgery, immunology and infectious disease, intensive care, neurology and 
neurosurgery, and same day procedures). Behavioural and cognitive behavioural 
treatment approaches were widely used, as well as utilising solution focused, psycho­
education, and family therapy / systems approaches.
Clinical Skills and Experience
Clinical experience was gained of a range of presenting problems including anxiety 
and panic attacks, PTSD, social anxiety, depression, pain management, body 
disfigurement, obesity, congenital anomalies, procedural phobia, adherence issues, 
anger management, enuresis, skin picking, and psychosomatic illness. 
Neuropsychological experience was also gained of a range of presenting issues. A 
variety of assessment procedures were used including the Spence Children’s Anxiety 
Scale, Child Depression Inventory, Projective identification, CFSEI, GHQ, Fear 
Questionnaire, Strengths and Difficulties questionnaire. Children’s Impact of Events 
Scale, WPPSI-R, WISC-III, BAS-II, WORD, WOND, NEPSY, Children’s Memory
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Scale, and Lincoln Oseretsky motor skills test. Clients seen were males and females 
(age range 2-16 years) from multi-ethnic backgrounds.
Meetings, Seminars, Visits and Research
In addition to meetings with professionals and services as an aspect of the placement 
induction, regular psychology, multi-agency psychosocial ward rounds, PENTA 
clinic, and development meetings for the Adolescent HIV transition service were 
attended. The skills base within the service presented prospects to consult with and 
observe a Consultant Neuropsychologist, and Consultant Paediatric Psychologists 
with special interests in Paediatric Intensive Care, PTSD, and HIV and infectious 
diseases. There were further opportunities to attend weekly academic lectures, the 
Paediatric HIV in London South Network, a Child Protection study day, and attend 
the St. George’s Hospital Ethics Forum for a case discussion.
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PAEDIATRIC PSYCHOLOGY SPECIALIST CASE REPORT SUMMARY 
M anagement of obesity in a IVi -year-old boy
Confidentiality Statement: Personal details have been changed to preserve anonymity. 
Reason for Referral
Lawrence was a IV2 -year old Black boy (West Indian decent), bom in the UK, who 
was initially referred by the Paediatric Dietician for a behavioural intervention and 
systemic input due to concerns regarding his weight.
Presenting Problem
Lawrence was significantly above the 99^  ^ centile for height and weight, and 
continued to gain weight despite attempts to reduce his dietary intake and increase his 
activity levels. Lawrence consumes large amounts of food, and was noted to become 
distressed and angry if refused food. His family have found it difficult to challenge 
his oppositional behaviour in relation to his diet and eating habits, therefore the family 
have tended to concede.
Initial Assessment
The assessment was conducted over two sessions. Despite an explicit invitation, 
Amanda (child’s mother, aged 23) was absent from the initial assessment sessions, 
and attended three out of the four subsequent sessions. A comprehensive assessment 
for obese children included a thorough history of the presenting complaint, as well as 
a developmental, medical, dietary, family and social history, and carer’s expectations 
and attitudes (Scottish Intercollegiate Guidelines Network, 2003). Further 
information was sourced from Lawrence’s Primary school teacher, school nurse. 
Social Services, and Professional Services for Black Families.
Initial Formulation
Lawrence is not overly concerned about his weight. He expressed unhappiness with 
his weight; however this has not motivated him to accept a change in his diet. He 
noted positive aspects of being “big” such as being able to reach things, girls liking 
him, and being taller than his peers. These protective factors may maintain his
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positive image due to these socially reinforced cognitions. The home environment 
presents with an inconsistent response to his behaviours and changes have been 
difficult to instil, although both carers lack a strategy of intervention and implications 
for Lawrence’s misbehaviour. Lawrence’s lack of adherence to dietary constraints 
and persistent tantrums were restricted to the domestic environment, therefore 
suggesting that the family system was implicated in the predisposing and maintaining 
factors. Indeed, Lawrence’s mother presents as a poor role model for Lawrence, 
eating food which she denies Lawrence, eating in hiding (in her room) away from 
Lawrence, and also, failing to take on parental responsibilities for Lawrence.
Action Plan
Obesity is often a family problem, the success of the intervention may partly be 
function of the degree to which the parenting figures can influence changes in their 
child’s behaviour and present with consistent approach. Therefore a familial 
behavioural intervention was initiated to address Lawrence’s obesity. By directing 
preventive efforts at the family, there is the added bonus that all members o f the 
family are likely to benefit. The behavioural intervention aims were to facilitate a 
healthier lifestyle for the family in order to promote weight maintenance for 
Lawrence. From a systemic perspective, the intervention aimed to empower the 
carers and encourage them to claim their familial roles and responsibilities, and 
present with a unified consistent approach to caring for Lawrence. The intervention 
should modify eating and exercise behaviours along with the factors that maintain 
obesity, so that the new, healthier behaviours are encouraged and maintained 
throughout development. The adopted behaviours, and not body weight, were used as 
outcome variables to evaluate the effectiveness of intervention.
Intervention
In collaboration with both carer’s, shared achievable goals were drawn-up in the 
form of a healthier lifestyle Contract, incorporating adherence to a healthier diet and 
increasing physical activities for the whole family. Carers were encouraged to reflect 
on their behaviours as role models for Lawrence in order to present with a consistent 
approach, shared responsibilities and values. Through involving Amanda in specific 
aspects of the intervention it was hoped to develop her parenting skills in an effort to 
undertake more caring responsibilities, as co-parent or in the primary carer role.
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With regards to dietary change, an additional focus of the intervention was on 
reshaping long-term food preferences. Amanda and Pearl (child’s grandmother) were 
encouraged to offer fewer high fat snacks such as crisps and biscuits and to avoid 
consuming a large proportion of total energy from sweetened drinks. A further 
emphasis of the Contract was on increased general activity and play. The Contract 
aimed to increase adherence by making the activity enjoyable and providing positive 
reinforcement. In the penultimate session, a reward chart was introduced to involve 
Lawrence directly through positive reward.
Outcome
The family was seen for a total of six sessions. Lawrence was content with the 
change in the family lifestyle, however he did not perceive any physical or 
psychological benefits thus far. He had been encouraged to try a greater variety of 
fruits and vegetables, and alternated weekly between packed-lunches and school 
meals. Despite the promise shown in previous sessions, physical activities such as 
walking to school or cycling to school had ceased due to poor weather conditions. It 
was unclear at the time whether this may also have been partly due to an apparent 
fragile commitment by Amanda. Due to Amanda’s absence from the final session, it 
was felt that there is a considerable risk of loss of motivation and adherence over 
time. Therefore a recommendation for further contact by the Paediatric Dietician was 
made to help reinforce weight maintenance and reduce longer-term health risks.
Pearl felt that as a family, they were progressing well with the Contract, and she was 
grateful for the input. She further noted that as a result o f their efforts, Lawrence had 
lost weight. Records from the School Nurse noted continued weight gain over the 
period of the intervention, however calculations suggest a reduced BMI.
References
Scottish Intercollegiate Guidelines Network (2003). Management of obesity in 
children and young people: A national clinical guideline. Edinburgh: Royal College 
of Physicians.
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TRAUMATIC STRESS SPECIALIST PLACEMENT
Supervisor: Prof. Ian Robbins, Consultant Clinical Psychologist
Location: Traumatic Stress Service, St. George’s Hospital, Tooting, LONDON
Dates: April 2004 -  24*'’ September 2004
Summary of Placement Experience
TBC
Clinical Skills and Experience
TBC
Meetings, Seminars, Visits and Research
TBC
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Overview o f  the Research Dossier
OVERVIEW OF THE RESEARCH DOSSIER
This dossier consists of the research logbook which summarises the research skills 
and experience gained during the three years of the clinical training course, together 
with the Service Related Research Project completed during the first year of clinical 
training; the Quantitative Research Project completed during the second year of 
clinical training, and the Major Research Project completed during the third year of 
clinical training.
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1. ABSTRACT
Title: An exploratory study evaluating staff knowledge, attitudes, and implementation 
of Clinical Governance within a Child and Adolescent Mental Health Service 
(CAMHS) Directorate.
Aims: The present exploratory study aims to investigate and evaluate staff knowledge,
attitude, and implementation of Clinical Governance for the CAMHS Directorate, 
providing information to guide efforts to improve implementation of different elements 
of Clinical Governance.
Design: A mixed design using a cross-sectional questionnaire survey o f clinical and 
administrative staff within an NHS Trust service.
Setting: CAMHS Directorate within a London NHS Trust.
Participants: All clinical and administrative staff serving the CAMHS directorate.
Main Measures: Clinical Governance Survey variables, including staff knowledge, 
implementation, and attitudes towards Risk Management, Clinical Audit, Staffing and 
Staff Management, Education, Training and Life-Long Learning, Research and 
Effectiveness, Clinical Information, Service User Experience, and correlation statistics 
to explore differences between professional groups and between professional 
occupations. Further, relationships between staff attitudes, knowledge and 
implementation of Clinical Governance were investigated, and time served with the 
NHS.
Results: CAMHS staff reported Clinical Governance to be ‘useful’, ‘irritating’ and ‘a 
mystery’. Significant positive correlations were observed between Clinical Governance 
‘knowledge and attitude’, and ‘implementation and attitude’. A significant difference 
was observed between Clinical Governance attitudes of administrative staff and 
professional staff, as well as between senior/medical/professional staff and management 
staff. No significant differences were observed for differences between professional 
occupations and Clinical Governance knowledge, implementation, and attitudes.
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Conclusions: Many limitations were highlighted by the study, followed by proposals 
for further investigations in an attempt to draw more conclusive results for an evaluation 
of staff Clinical Governance knowledge, implementation, and attitudes.
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2. INTRODUCTION
Clinical Governance first appeared in the publication of the White Paper, The New 
NHS: Modern, Dependable in December 1997 (NHS Executive, 1997). This White 
Paper on quality in the new NHS defines Clinical Governance in the following terms;
framework through which NHS organisations are accountable fo r  continuously 
improving the quality o f  their services and safeguarding high standards o f  care by 
creating an environment in which excellence in Clinical care will flourish^'
Further Clinical Governance NHS Executive publications followed (NHS Executive, 
1998, 1999), as well as the creation of two institutions to support Clinical Governance: 
the National Institute for Clinical Excellence (NICE), producing rigorous guidance for 
clinicians using evidence-based methods, and the Commission for Health Improvement 
(CHI), ensuring organisations’ performances.
Clinical Governance aims to embrace a framework of quality improvements through 
professional performance, use of resources, risk management, and patient/client 
satisfaction with the service provided (Scally & Donaldson, 1998; see also Figure 1).
Figure 1. Clinical Governance Framework (Crinson, 1999)
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The importance and implications of Clinical Governance to health professionals 
prompted a wealth of published literature promoting Clinical Governance (Donaldson, 
2000; Donaldson & Muir-Gray 1998; Halligan & Donaldson 2001; Scally and 
Donaldson 1998). Further recent literature has investigated the barriers to 
implementing Clinical Governance (Crinson, 1999; Walshe 2000). Conversely, there is 
also a wealth of literature questioning the definition and practicality of Clinical 
Governance (Black 1998; Buetow & Roland 1999; Dewer, 2000; Goodman 1998; 
Walshe 2000, 2001).
Implementation of Clinical Governance may have benefits for health professionals and 
service users, however, there are several hurdles associated with the introduction and 
implementation of Clinical Governance: attitudes towards research in relation to 
evidence-based practice (McSherry & Haddock, 1999); insufficient time within work 
commitments (Firth-Cozens, 1999); lack of support fi*om peers, managers and other 
health professionals (Currie & Loftus-Hills, 2002; Halligan & Donaldson, 2001); lack 
of resources (Currie & Loftus-Hills, 2002), and cultural resistance to change (Fincham 
& Rhodes, 1996; Goodman, 1998; Nichols, Cullen, O’Neill, & Halligan, 2000).
However, the real challenge for Clinical Governance is ""whether or not real clinical 
improvement result. All the components o f Clinical Governance -  user involvement, 
appraisal, audit, use o f  information from complaints etc. -  will underpin this, but sta ff 
knowledge and understanding o f  Clinical Governance is fu n d a m e n ta l .(Clinical 
Governance Directorate, 2001).
2.1 Aims
The present exploratory study aims to investigate and evaluate staff knowledge, 
attitude, and implementation of Clinical Governance for the CAMHS Directorate, 
providing information to guide efforts to improve implementation o f different elements 
of Clinical Governance. This will ensure that Clinical Governance does not remain a 
corporate function, rather identifying more clearly which areas the CAMHS Directorate 
need to prioritise to provide a fair understanding of Clinical Governance in order to 
provide clinical improvement. Further, there is future potential for comparison of data 
with other services. Analysing data from the Clinical Governance Survey, the 
following issues may investigated: General attitude towards Clinical Governance; the
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relationship between Clinical Governance knowledge, implementation and attitude; the 
relationship between Clinical Governance subscales and knowledge, implementation 
attitude and participant’s time in service with the NHS; differences between Clinical 
Governance subscales and professional groupings; and differences between Clinical 
Governance subscales and professional occupations. However, no hypotheses will be 
presented due to the exploratory nature of the study.
3. METHOD
3.1 Setting and participants
The setting for this study was the CAMHS Directorate of a NHS Trust in Greater 
London, providing a mental health service, serving a culturally diverse population of 
one million people. The Trust employs 1800 staff, a representative cross-section o f the 
local community, of which approximately 220 members are employed by the CAMHS 
Directorate. The CAMHS Directorate was a multidisciplinary service working closely 
with children and their families as well as educational departments, social services, and 
other health professionals, offering specialist treatments, interventions, advisory, and 
consultative services for children and adolescents with mental health disorders and 
learning disabilities.
Following a meeting with the Trust’s Research and Development officer, and a further 
meeting with the Trust’s Clinical Governance Manager, the proposed study was 
classified as an audit investigation, therefore scrutiny by the Trust’s Ethics Committee 
was not required.
In total 197 questionnaires were posted, enclosing return-addressed envelopes, of 
which 100 (50.76%) were returned within a four week period (exceeding the return 
deadline specified on the questionnaire by one week). Details of the professional 
occupations of staff returning questionnaires may be found in Table 1.
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Table 1. Professional occupations as specified in the returned questionnaires
Frequency Percent Cumulative Percent
No response 12 12.0 12.0
Music Therapy 4 4.0 16.0
Occupational Therapy 1 1.0 17.0
Nursing 11 11.0 28.0
Psychotherapy 19 19.0 47.0
Social Work 7 7.0 54.0
Clinical Psychology 20 20.0 74.0
Medical 12 12.0 86.0
Administration 5 5.0 91.0
Management 7 7.0 98.0
Teaching 1 1.0 99.0
Art Therapy 1 1.0 100.0
Total 100 100.0
3.2 Design
A mixed design was proposed, involving a cross-sectional questionnaire survey of 
clinical and administrative staff within an NHS Trust service, where data was analysed 
for differences between professional groups (administration; basic grade and support 
staff; senior/medical/professional, and management) and between professional 
occupations (as presented in Table 1), drawing on representative samples. Further, 
relationships between staff attitudes, knowledge and implementation of Clinical 
Governance were investigated, and time served with the NHS.
3.3 Questionnaire
The ‘Staff Clinical Governance Survey’ was developed by Aguirregabiria and Murray 
(2001), as an un-standardised in-service publication, for an audit of an NHS Trust’s 
children’s directorate. Minimal alterations in wording were necessary in order to 
accommodate the CAMHS Directorate’s idiosyncrasies (such as the name of the clinical 
database). The finalised questionnaire (Appendix 1) addressed the participants’ 
knowledge, implementation, and attitudes to Clinical Governance based on the seven 
key elements of Clinical Governance (Crinson, 1999), examined through 36 
questionnaire items on a Likert-type rating scale. The questionnaire also included six
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visually represented dichotomous questions aimed at eliciting a general attitude towards 
Clinical Governance.
The questionnaires further included a preliminary section, eliciting information about 
the participant’s time in service with the NHS, employment location, and job title. The 
questionnaires were anonymous although it was recognised that there was a chance of 
the respondents being identified from the above information. A covering front page on 
the questionnaire reassured participants of their confidentiality and that the data 
gathered was for the purpose of the study only.
3.4 Procedure
A list of approximately 220 CAMHS Directorate employees was provided by the 
Trust’s Human Resources Department, though no formal identification o f employee’s 
location or occupational definitions were identified at the time. As a consequence, the 
researcher liaised with administrative staff within individual departments of the 
CAMHS Directorate in order to establish names and correspondence addresses of 
clinical and administrative staff to reduce inappropriate mailings, and increase the 
accuracy of delivery and probability of response. The finalised list comprised of all 
new members of staff, including temporary staff on academic training placements, and 
excluded members of staff who had since left the CAMHS Directorate. Prior to posting 
questionnaires to individuals (via the Trust’s internal mail system), the audit study was 
promoted by the CAMHS Directorate Clinical Governance Lead through staff briefings.
3.5 Data coding
With a consensus being reached between the researcher and the Clinical Governance 
Lead for the CAMHS Directorate, the ‘job title’ variables were re-coded to rationalise 
the 43 different titles recorded in the returned questionnaires (see Table 1). The ‘job 
title’ variable was further recoded into four specific hierarchical gradings, defined as: 
administrative staff; basic grade and support staff (includes Staff Nurses, Health Care 
Assistants, Support Workers); senior/medical/professional staff (includes Clinical 
Psychologists, Social Workers, Psychotherapists, Clinical Nurse Specialists, 
Psychiatrists, Associate Specialists, Occupational Therapists, Teachers, Music 
Therapists, Art Therapists), and Management (including all titled managers and Heads 
of departments/specialisms). Further, the 36 questionnaire items were recoded into
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mean knowledge, mean implementation, and mean attitude subscales, as well as recoded 
into the seven key elements of Clinical Governance (Appendix 2, Table 4).
3.6 Statistical analysis
The data was analysed using SPSS for Windows Version 10. Non-parametric test 
were adopted due to the absence of normal distributed variables, as well as for the 
simplicity and crudeness at analysing data for an exploratory study, where it may be 
difficult to report exact numerical differences between scores.
4. RESULTS
4.1 General attitude towards Clinical Governance
The mean response rate for the dichotomous question was 73.33%. The staff 
responses to the generalised Clinical Governance visual questions are presented in 
Figure 2.
Figure 2. Bar chart presenting staff general attitudes to Clinical Governance
Tiresome
53.13%
X^Alcnme
27.4%
Simple 83.56%
Useless 2.47%
Over-rated
56.25% 43.75%
7  A mvster
Clear 65.88% 34 .12% I/
/  Energising
46.88%
■Trritating-
72.6%
/ I Complex 
W  16.44%
Useful 97.53%
Under-rated 7
g
Clinical Governance is...?
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4.2 Relationship between Clinical Governance knowledge, implementation and 
attitude
Mean sub-scaled responses for Clinical Governance knowledge, implementation and 
extracted from the 36 Likert-type questions are reported in Table 2. Spearman’s Rho 
Correlation Coefficients two-tailed test was calculated to establish relationships 
between the subscales (Appendix 2, Table 5). A significant positive correlation was 
observed between knowledge and implementation (rho = 0.633, N = 100,/? < 0.01, two- 
tailed). There was a significant positive correlation was observed between knowledge 
and attitude (rho = 0.346, N = 100, p  < 0.01, two-tailed). Further, a significant positive 
correlation was observed between implementation and attitude (rho = 0.412, N = 100,/? 
< 0.01, two-tailed).
Table 2. Mean Clinical Governance sub-scale responses
Mean Std.
Deviation
Mean Clinical Governance Knowledge 3.24 0.46
Mean Clinical Governance Implementation 3.58 0.49
Mean Clinical Governance Attitude 3 j^ 0.44
4.3 Relationship between Clinical Governance subscales and knowledge, 
implementation attitude and participant’s time in service with the NHS
Mean years of time in service with the NHS by staff was reported at 2.76 years (S.D. = 
1.14), ranging from 2 months to 30 years. Spearman’s Rho Correlation Coefficients 
two-tailed test was further calculated to establish relationships between the subscales 
and time spent in service with the NHS (Appendix 2, Table 5). Negative correlations 
were observed between knowledge and time (rho = -0.042633, p  < 0.681, two-tailed), 
implementation and time (rho = -0.026, p  < 0.794, two-tailed), and attitude and time 
(rho = -0.047, p  < 0.641, two-tailed), though these results were not statistically 
significant.
4.4 Differences between Clinical Governance subscales and professional groupings
Initially, the non-parametric Kruskal-Wallis tests were used to explore for significant 
effects between the Clinical Governance subscales and the recoded professional 
groupings based on hierarchical gratings (a breakdown of the professional groupings 
may be found in Table 3). A significant effect (see Appendix 2, Table 6) was observed
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for Clinical Governance attitudes subscale and professional grouping = 9.315, df = 
3, = 0.025). No effects were observed for Clinical Governance knowledge subscale
and professional grouping = 3.169, df = 3, /? = 0.366) and Clinical Governance 
implementation subscale and professional grouping (x  ^= 2.083, df = 2>,p = 0.555).
Table 3. Recoded professional groupings
Frequency Valid Percent
Administration 4 4.5
Non-professional (basic grades & support staff) 5 5.7
Senior / Medical / Professional 67 76.1
Management 12 13.6
Total 100.0
Based on a significant effect observed, the non-parametric Mann-Whitney test was 
used to compare the independent groups for difference. A significant difference was 
observed between attitudes of administrative staff and management (Z = -2.184, Ni = 
16, N2 = 4, p= 0.029, two-tailed). A further significant difference was further observed 
between attitudes of senior/medical/professional staff and management (Z = -2.599, Ni 
= 67, N2 = \2 ,p =  0.009, two-tailed).
4.5 Differences between Clinical Governance subscales and professional 
occupations
The non-parametric Kruskal-Wallis tests were used to explore for significant effects 
between the Clinical Governance subscales and the reported professional occupations 
(see Table 2). No significant effects (see Appendix 2, Table 7) were observed for the 
Clinical Governance knowledge subscale and professional occupations (x  ^= 14.70, d f = 
10, p  = 0.14), Clinical Governance implementation subscale and professional 
occupations (x  ^= 11.73, df = 10,/? = 0.30), and Clinical Governance attitude subscale 
and professional occupations (x  ^= 11.205, df = 10,/? = 0.34).
5. DISCUSSION
The general staff attitude towards Clinical Governance as observed from the visual 
dichotomous task, presented a positive picture, of note, that staff found Clinical 
Governance useful (97.53%). However, staff also reported Clinical Governance to be
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‘irritating’ (72.6%) and ‘a mystery’ (34.12%). Dewar (2000) reports the definition of 
Clinical Governance is '‘'‘incomplete so that health professionals can 'define their own 
systems o f  clinical governance in their own w a ÿ \  This observation, along with the 
countless definitions of Clinical Governance may explain why staff specifically find it 
‘irritating’ and ‘a mystery’.
A significant relationship between Clinical Governance ‘knowledge and attitude’ and, 
‘implementation and attitude’ suggest that staff attitudes are an important factor in 
implementing, understanding, and accepting responsibility for Clinical Governance 
(Currie & Loftus-Hill, 2002). Of further interest is the inclusion of the ‘time in service 
with the NHS’ variable. Despite the lack of statistical significance, the results do allude 
to a negative correlation between the Clinical Governance subscales and the ‘time in 
service with the NHS’. This may suggest that more recently qualified staff have a 
greater interaction with Clinical Governance activities. This may be explained by the 
academic emphasis placed on health care professionals with regards to Clinical 
Governance (Currie & Loftus-Hill, 2002).
A significant effect was observed for Clinical Governance attitudes subscale and 
professional grouping, specifically between ‘administrative staff and management’, and 
‘senior/medical/professional staff and management’. A publication by Firth-Cozens 
(1999) suggests that health care professionals specialise in differing skills as well as 
funding for continued educational and professional development. Therefore attitudes 
towards Clinical Governance may differ depending on such financial support and skills 
necessary for Clinical Governance.
With reference to administrative staff, there was no significant observations of 
difference between attitudes for ‘administrative staff and basic grades’, nor for the 
Clinical Governance knowledge subscale and implementation subscale. However, 
administrative staff accounted for only 5% of the sample, therefore a larger sample size 
may yield a greater degree of significance. Finally, no significant effects were observed 
for differences between Clinical Governance subscales and professional occupations. 
Due to the restrictions on space it was not possible to discuss in detail the non­
significant results observed.
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5.1 Limitations
There are clear limitations to this study. The outcome of the study is a result of the 
research methods implemented which appear viable. The choice of attitude scale may 
be of concern for research though, on the basis of published literature (Oppenheim, 
2000), other options may be easily rejected. Likert scales are by far superior to other 
attitude scales, such as the Buttman Cumulative Scales or the Interval Thurstone, due to 
the implementation of an item analysis. However, by choosing the Likert scale over 
other attitude scales we are lead to disadvantages relating to statistical considerations 
and inconclusive findings. For example, the ‘neither agree nor disagree’ option reflects 
a dubious natural position available to participants, thus resulting in the overall scores 
central to the distribution being misleading.
The reliability of the participants’ responses to the attitude questionnaire remains an 
important issue since the consistency of such variables affect the final result. We take 
for granted that people’s opinions are subject to change since attitudes may change from 
one day to the next, and it is a task to measure such change, whether it is due to 
unknown causes or to the presence of some persuasive factor such as being informed 
through completing the questionnaire. In order to isolate such errors, a re-test of the 
Clinical Governance Survey could be implemented to evaluate the extent of the un­
standardised in-house publication’s reliability.
Secondly, as observed during the data entry and recoding phase, the response for the 
six visually represented dichotomous questions was relatively poor, potentially due to 
the forced choice elements in the design, and therefore not offering the participant the 
flexibility to mark an attitude along a spectrum. In respect of recoding and defining the 
professional occupations, where 43 different occupational titles were recorded, it may 
have been beneficial to offer set definitions with ‘tick’ boxes.
Further, no account was taken of location of employment due to the variability in 
responses. From the 100 returned questionnaires, 34 different work locations were 
reported despite the questionnaires being sent out to 12 locations. It was not possible to 
recode these variables to the original 12 locations. Such data may have proved valuable 
in extrapolating information about Clinical Governance knowledge, implementation, 
and attitudes within certain localities, as well investigating for a relationship between
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distance from Trust/Directorate Headquarters and Clinical Governance knowledge, 
implementation, and attitudes.
Finally, it may be difficult to generalise the results of this study to the CAMHS 
Directorate or to other services as it is unclear whether the response rate per occupation 
were an accurate representation of CAMHS staff provision. Further research may 
investigate the response rate per profession concurrently with Clinical Governance 
variables.
5.2 Implications and areas of further research
Due to the non-normative data set, and relatively small sample size, many statistical 
tests could not be investigated. It may be beneficial to repeat this study in 12 to 24 
months, to include greater staff involvement. Larger cohorts may enable an 
investigation of differences in staff knowledge, implementation and attitude towards 
Clinical Governance over time, and therefore monitor progress of the promotion and 
implementation of Clinical Governance within the CAMHS Directorate. In addition to 
monitoring change, the CAMHS Directorate may address the issues raised by the results 
(for example addressing the attitude differences between professional groups) and 
therefore guide the provision and development of future Clinical Governance activities, 
the effect of which may be investigated through a repetition of this study.
6. CONCLUSION
The results suggest that Clinical Governance needs to be an inclusive activity for all 
staff, as opposed to optional. Staff need to be encouraged to participate Clinical 
Governance at all levels of the professional hierarchy as well as experience within the 
NHS. Such change may promote a systematic change in attitude and culture towards 
Clinical Governance, as well as demystifying its practicality. This will ensure that 
Clinical Governance does not remain the responsibility of the organisational managers, 
and ultimately provide quality clinical improvement.
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APPENDIX A: Staff Clinical Governance Survey
NOTE: All distinguishing remarks and identifying features have been removed to 
preserve the anonymity of the Trust.
Staff Clinical Governance Survey
D ear Colleague,
As part of Clinical G overnance activities in NHS I  rust is carrying out
a  brief survey of all staff in the Child and Adolescent Mental Health Services Directorate. 
W e would therefore like to ask you to take a  moment to fill out this questionnaire.
This questionnaire h as  been sen t to all m em bers of staff in the CAMHS Directorate.
It is intended that the survey will provide a  picture of staff knowledge about Clinical 
Governance activities in the trust. Professionals involved in implementing Clinical 
Governance in the trust will then discuss information from the questionnaire a s  part of their 
decision-making. Results from the Staff Clinical G overnance Survey will be fed-back at the 
CAMHS Sum m er Conference in July 2002.
All responses received will be completely confidential snd anonymous.
Please return all questionnaires In the envelope provided by
28**^  February 2002
To:
If you have any queries or require any further information about completing this 
questionnaire please contact:
Trainee Clinical Psychologist
Thank you for your help
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CAMHS
Please indicate the number of years that you have worked as part of 
the NHS (including lime spent In Trusts/Servicee other than ):__
What is the name of the team you are attached to? 
What is your job title?_______________________
Please consider the following sets of statements about clinical governance and circle the most 
appropriate of each pair for you:
"Clinical Governance is-
A Mystviy <3ZZZZZZZZ2> Clear
Overrated Underrated
Useful ^  ^  Useless
Simple Complex
Welcome Irritating
Tiresome ^  Energizing
Please read through the following statements carefully and, thinking about the service that you work in. consider
whether you agree or disagree with what the statement suggests. All answers wili be kept in strict confidence.
There are no ‘righf or 'wrong' answers. Please answer as accurafely as possible, indicating your answer by
circling one the numbers to the right of the page,
strongly Agree Neither Agree Dltagree Strongly Don’t Know
Agree norDlMgree Dhegre#
I 2 ) i  5 DK
All incidents and accidents are reported in a formal and 1 2 3 4 5 OK
structured way.
I believe that It is important to closely analyse the activity of 1 2 3 4 s DK
professionals in the trust.
I have the knowledge to help a service user make a 1 2 3 4 5 OK
complaint.
I possess the necessary skills to evaluate with confidence 1 2 3 4 S DK
the research that I have read.
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in the last year 1 have attended a training course relevant to 1 
my professional developmerit.
2 3 4 5 DK
1 am able to locate aj fire exits, fire extinguishers and fire 1 
alarms in my building.
2 3 4 5 DK
It is important for clinical work to be research based. 1 2 3 4 5 OK
The outcome of a complaint is used to change the relevant t 
aspect of the service.
2 3 4 5 OK
Client complaints are an important way of improving service 1 
delivery.
2 3 4 5 DK
1 am clear who my line manager is. t 2 3 4 5 DK
1 feel that It is the responsibility of all staff to engage in 1 
effective risk management.
2 3 4 5 DK
The tasks that 1 receive as part of my woric are appropriate 1 
to my role and level of expertise.
2 3 4 S DK
There is sufficient financial s^upport from management to 1 
allow me to attend a training course.
2 3 4 S DK
When workir> 9  with a child 1 update professionals already 1 
involved.
2 3 4 5 DK
1 feel supported by management to attend a training course 1 
because he/she provides the necessary time.
2 3 4 5 DK
1 have had the opportunity of feeding back my training to the 1 
other members of my team and implementing it in my work.
2 3 4 5 DK
In the past year l have reviewed my performance with my 1 
line manager and set my personal goals.
2 3 4 5 DK
My clinical acMy has been recorded in the last month. 1 
(not applicable to administrative staff)
2 3 4 5 OK
When updating another professional the information is 1 
always sent on to the dient.
2 3 4 S DK
1 feel that personal skills development is an important part of 1 
providing a good service to clients.
2 3 4 5 DK
1 am aware of the steps Involved in the event of a child 1 2 3 4 3 DK
protection issue. >
J
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1 am aware of wtiat b  do if a child or ddolescent engages in 1 
seff*harm.
2 3 4 5 OK
1 am cfear on the most recent guidelines for oonfidentiai 1 
information in the trust.
2 3 4 5 OK
1 am reluctant to review my work with my manager. 1 2 3 4 5 DK
1 have had toe opportunity to complete a personal 1 
development plan.
2 3 4 5 OK
1 have read at least one relevant research article in the past 1 
6 months.
2 3 4 5 DK
1 have recently used TCS’ or ‘Maisy’ to generate useful 1 
dinfcai information.
2 3 4 5 DK
1 know who the first alder is In my place of work. 1 2 3 4 5 DK
Relevant research information is readily available in my 1 
place of work e.g. journal articles, on-line databases.
2 3 4 5 DK
Service users are actively offered additional written 1 
information on the service such as leaflets.
2 3 4 5 DK
The outcomes of clinical audit are regularly used to improve 1 
the practice of colleagues and myself.
2 3 4 5 DK
The results of clinical audit are made easily available to me. 1 2 3 4 5 DK
There are opportunities to. regularly put new research 1 
Information into practice.
2 3 4 5 DK
There Is the opportunity for regular discussion with my 1 
supervtsof in accordance with toe guidelines of my 
profession.
2 3 4 5 DK
When 1 make an appointment 1 always take into account 1 
special needs of families.
2 3 4 5 DK
1 believe that it is Important to pass all information onto the 1 
client.
2 3 4 5 OK
THANK YOU FOR COMPLÊTIN6 THXS QUESTIONNAIRE
4
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APPENDIX B: Supporting data
Table 4. Clinical Governance recoding schedule for questionnaire items.
l i1 i |
1 g 
1 gi
3 ^  »s K
p i lg §
CL
IIn sr: 1  
V i  CL
h
| S
S3
fSi f
Knowledge 23  45 9 10 12 17 20 23 26 30 33
Implementation 1 78 13 14 15 18 19 24 25 28 29
31 32
34
Attitudes 6 11 16 21 22 27 36 35
Table 5. Spearm an’s Rho Correlation Coefficients for relationships between 
Clinical Governance knowledge, implementation, attitude, and time of service 
within the NHS
Mean
Clinical
Governance
Knowledge
Mean Clinical 
Governance 
Implementation
Mean
Clinical
Governance
Attitude
N um ber of 
years worked 
as p a rt of the 
NHS
Correlation 1.000 0.562 ** 0.345 ** -0.042
Mean Clinical coefficient
Governance Significance - 0.000 0.000 0.681
Knowledge (2-tailed)
N 100 100 100 100
Correlation 0.562 ** 1.000 0.419 ** -0.-26
Mean Clinical coefficient
Governance Significance 0.000 - 0.000 0.794
Implementation (2-tailed)
N 100 100 100 100
Correlation 0.345 ** 0.419 ** 1.000 -0.047
Mean Clinical coefficient
Governance Significance 0.000 0.000 - 0.641
Attitude (2-tailed)
N 100 100 100 100
Correlation -0.042 -0.025 -0.047 1.000
N umber of coefficient
years worked Significance 0.681 0.794 0.641 -
as p art of the (2-tailed)
NHS N 100 100 100 100
** Correlation is significant at the 0.01 level (2-tailed).
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Table 6. Kruskal-Wallis tests explore for significant effects between Clinical 
Governance subscales and professional groupings
Mean Clinical 
Governance 
Knowledge
Mean Clinical 
Governance 
Implementation
Mean Clinical 
Governance 
Attitude
Chi-Square 3.169 2.083 9.315
Df 3 3 3
Asymp.
Significance
0.366 0.555 0.025
Table 7. Kruskal-Wallis tests explore for significant effects between Clinical 
Governance subscales and professional occupations
Mean Clinical Mean Clinical Mean Clinical
Governance Governance Governance
Knowledge Implementation Attitude
Chi-Square 14.704 11.73 11.205
Df 10 10 10
Asymp. 0.143 0.304 0.342
Significance
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APPENDIX 3: Supporting feedback letter from Service Related Research Project 
Field Supervisor.
NHS
15 July 2002 
Dea
Summer Conference Meeting the Challenge: CAMHS 2002
Y ou r p a p e r :  S u r v e y  re su lts :  s ta f f  k n o w le d g e , a tt itu d e s  a n d  im p lem en ta tio n  o f  clin ica l g o v e r n a n c e  in th e  
CAI\/iHS d ire c to ra te  o f  T ru st
Thank you very much for presenting the findings of your survey, which the conference audience found 
m ost stimulating and intriguing.
The conference attracted over eighty participants, representing about half our directorate staff: a  very 
good turn-out. which we hope to build upon for the next one in January 2003. The event h as been 
evaluated well and many people have contacted me to say how stimulating they found it.
Thank you again - for helping to ensure the CAMHS conference is experienced a s  a  high quality event 
that is valued by staff.
Yours sincerely
CAMHS clinical governance m anager
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The expectations and experiences of a reflective practitioner group using a co­
operative enquiry approach
1. INTRODUCTION
Donald Schon emphasised the suggestion that reflection is a way in which 
professionals can bridge the theory-practice gap, based on the potential of reflection to 
make sense of previous experiences and lead to a change in application practice 
(Schon, 1983). Schon defines reflective practice as attentively viewing one’s own 
assumptions, feelings, and experiences, in applying knowledge to practice while being 
guided by professionals in a discipline (Peters, 1991; Schon, 1987)^^.
Research literature suggests that reflective practice may be beneficial for “students in 
counsellor training” (Klein, Falbaum, Pope et al., 1997; Takeda, Marchel and Gaddis, 
2002) as it offers ‘trainees’ a method of examining their knowledge, beliefs, and 
values that may affect their clinical practice, as compared to those of successful 
practitioners. Schon (1987) further emphasises the importance o f the process of 
appreciating the importance of reflection followed by developing the necessary skills 
for personal critical reflection by ‘trainees’.
Reflective practice is presented as having a key role in the personal development for 
Clinical Psychologists (Legg, 1998). Although the research literature is sparse, 
mental health professionals peer development support groups, where critical review of 
practice are discussed, demonstrate beneficial effects over a 3-week period (Carson, 
Barlett, O’Malley, de Wilde, & Brown, 1995). However, a review of groups for 
mental health professionals (Robertson & Davidson, 1997) found prevalent 
ambivalent reactions to groups, with many staff feeling that they did not have a clear 
idea of their purpose.
Trainee Clinical Psychologists at the University of Surrey were required to attend 
fortnightly Reflective Practitioner Group (RPG) “«5 an essential part o f  their 
professional development over the three year training period (University of Surrey,
Methods o f practicing reflective practice may include learning within an interactive group setting 
(Van Gyn, 1996) or through a variety o f facilitated interactions (Brookfield, 1998).
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2001, Sec. 11.3, p. 28). The RPG was confidential, attended by individual year groups 
and externally facilitated. There was no designated or defined agenda, structure or 
therapeutic orientation. Prior to the current investigation, the RPG had been meeting 
regularly for 16 months. The researchers motivations for commissioning the study 
were personal and idiosyncratic (Appendix B) though united in common themes, 
including gaining a greater understanding of what the potential of the RPG might be, 
and to compare experiences and perceptions of the group aiming to draw a consensus 
on purpose and fimction.
The purpose of this present study was to engage members of a Reflective 
Practitioner Group (RPG) in order to develop an understanding of their expectations 
and experiences of the RPG. Broad themes of exploring the purpose of the RPG, 
theoretical orientation, recurrent themes and roles within the RPG are investigated. It 
was posited that such an investigation would enhance an understanding of the RPG’s 
functioning, though an appreciation of the potential implications on the future 
direction of the RPG as an effect of the study was considered.
2. METHOD
The research approach applied in the study drew on qualitative methodology, in 
particular Interpretive Phenomenological Inquiry and Grounded Theory.
2.1 Participants and Setting
Eight 2"  ^ year Clinical Psychology Trainees (PsychD) from a culturally cohesive 
sample, participated in a 90 minute, video-taped focus group (EG). The EG 
represented 33% of the cohort who attend the RPG under investigation. The 
participant group comprised of 2 males and 6 females, aged 25 to 32 years old (mean 
= 27.25), all o f whom had completed at least one previous degree course in 
Psychology. The participants were also the researchers. The EG was conducted in a 
sound proofed meeting room with observational / video-taping facilities.
2.2 Design
A EG format was employed as an unstructured, free-flowing interview technique 
with a small group of people. focus group, in essence, is a small, temporary
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community, formed fo r  the purpose o f  the collaborative enterprise o f  discovery. The 
assembly is based on some interest shared by the panel members t  (Templeton, 1994). 
An FG can therefore engender a rich understanding of participant’s experiences and 
attitude through ‘sharing and comparing’ (Morgan, 1998).
Due to the nature and sensitivity of the subject matter to be addressed, the 
researchers were to double-up as research participants. The rationale for 
researcher/participant involvement was that the researchers were directly involved as 
instigators of, and as cohesive forces in, the community being investigated, therefore 
holding a primary relationship in the personal interactions, participations in the 
discussion, and responsible agents of change. Further, it was felt that conducting 
interviews with other members of a relatively small cohort, may create a power 
imbalance within the RPG based on inclusiveness.
The contribution o f the researcher as participant rationally directed the utilisation of 
co-operative enquiry (Wilkinson, 1999) where evidence is extracted from the social 
interaction and inter-personal relationships within the group. The researcher’s 
instruments consisted o f the researcher/participants employing their idiosyncratic 
dialogue skills whilst maintaining a focus on agreed themes and roles (Appendix A 
and C). The co-operative inquiry was driven by curiosity, regulated by respect and 
equality, and expressed through the researcher/participants.
Best practice would dictate undertaking an initial pilot study to assure the reliability 
and validity of the methodology. However, due to limitations on time and pool of 
participants, this was no possible.
2.3 Procedure
The 90 minute FG was conducted with the eight researchers/participants, at which 
four themed areas were discussed (Purpose of RPG, Theoretical orientation. Recurrent 
themes. Roles in the RPG). There was no interview schedule though through a 
collaborative process and role designation (Appendix B), rapport was maintained. 
Twenty minutes was allocated per theme with a final 10 minutes reserved for an 
opportunity to discuss further issues raised and to reflect.
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Researchers / participants were randomly assigned roles in order to facilitate the 
process of the FG. The roles were concerned with maintaining confidentiality, 
equality, focus on subject matter, timing, and logistical and technical input (Appendix 
A). These roles carried equal responsibility therefore no undue burden was placed on 
any one individual, nor did it detract fi*om contributions to FG. The FG was video­
taped, from which a transcription was made. The transcript was anonymised in order 
to preserve the participant’s identity.
Interpretive Phenomenological Analysis (IPA) (Smith, Jarman, & Osborn, 1999) was 
implemented in order to analyse the qualitative transcript data. IPA allows for an 
interactional relationship between the researcher/participant in interpreting and 
extraction of meaningful information from the transcript. However, this method 
allows for contamination of the data through researcher / participant interpretation 
biases and may therefore question the validity of the subjective observations. In order 
to overcome this. Grounded Theory (Chamberlain, 1999) was used to extract a theory 
directly from the data, not from a preconceived hypothesis. In order to assert an 
objective evaluation, theories presented are offered with extracts grounded in the data, 
enabling the audience to validate the analysis and interpretation.
Yardley’s (2000) tenets for characteristics of good qualitative research advocate 
sensitivity to context in analysis and evaluation, in particular respecting the social 
context of the relationship between the researchers and the participants. Therefore a 
reflection on researcher/participant experiences will be noted in the discussion. 
Further, Yardely (2000) suggests that every aspect of the processes of data collection 
and disclosure of aspects of the research process be noted, hence a process diary 
(Appendix A) was maintained, and a methodical summary will be described*^.
A hermeneutic phenomenological inquiry centred on the broad themes o f ‘Purpose to 
the RPG’, ‘Theoretical Orientation’, ‘Recurrent Themes’, and ‘Roles’. Once the 
transcript had been collated, the group members met to analyse the data. The 
transcript was read out by the FG to maintain engagement, focus, and speed of
One should note that Elliott, Fischer & Rennie (1999) also developed ‘evolving guidelines’ for 
evaluating qualitative research in Psychology, however, this work has been criticised for encouraging 
‘methodolatry’ (Reicher, 2000) and therefore Yardely’s model is better appreciated for evaluating IPA.
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analysis process. The reading was paused at regular intervals to discuss the content, 
and annotate the transcript with such details. The annotated transcript was then 
reviewed, summarising emerging themes and associations between headings, and 
checked against the consistency of the original themed definitions (Appendix A). 
Descriptions/patterns emerged from the data which were linked to fundamental 
themes and shared experiences through a method of systematic reduction and 
amalgamation.
3. ANALYSIS
Although the researchers had an inherent influence on the interpretative process, the 
meaning extracted from the data was supported by the transcript. Through integrating 
the interpretation with existing theories on group processes and reflective groups, 
further validation and enhancement of theoretical adequacy of the analysis 
methodology may be achieved. Examples from the FG are quoted for illustration and 
validation purposes. Emerging themes selected for analysis were pervasive 
throughout the transcript. Due to restrictions on space, further themes identified are 
defined in Appendix C.
3.1 Searching for a purpose
Despite being a research question, this was a dominant theme throughout the 
transcript, sharing ground with all the other themes. Many definitions were offered 
though no definitive consensus was reached, particularly as one member noted “...the 
purpose o f  the group changes, sort o f  fluctuates'^ (P2, Lines 187-188), with further 
suggestions of “...a support group" (P4, Line 13), “...therapy" (P3, Line 37), 
“...experience o f  being in a group" (P5, Lines 304-305), “...discussing clinical issues 
and things" (P7, Lines 1445-1456), and “...part o f  a learning experience." (PI, Lines 
2220).
Covert rules and Higher Meaning
The group identified that despite not having a clear focus as RPG members, there 
appeared to be covert ‘unspoken’ rules and a higher purpose to the group initiated
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either by the facilitator or by the group itself, therefore leading to a sense of 
uncertainty, insecurity and dissatisfaction with the process:
. .make you fee l that you don’t know... what is it appropriate what is it okay to bring 
up in the group, and also what do you fee l comfortable about bringing up in the 
group'' (P3, Lines 172-174)
''...although i t ’s not supposed to be therapy i t ’s like, i t ’s their way of...sort o f  i f  
giving you, 'oh here’s some time that you can, you know, i f  you have problems you 
can, you know you can sort o f  talk about i t ’" (P8, Lines 317-320)
" ...I  get the feeling that’s not the purpose that’s more what we use it fo r ...it ju st gets 
used as a, as a platform fo r  moaning about the course" (PI, Lines 200-202)
Search fo r  orientation
On assuming certain group purposes, the FG discussed the prospect o f the RPG 
ascribing itself to a therapeutic orientation, with particular references to being directed 
by the facilitator’s practicing model: "...she’s never told us about it but we can make 
an informed guess that she’s quite psychoanalytic" (P2, Lines 2021-2023), " ...I  don’t 
think it has ever been made explicit, I  think that that is probably one o f  the difficulties, 
is that, in the same way that we don’t necessarily all recognize the same purpose, we 
don’t recognize the modeP' (PI, Lines 2050-2052)
Implications of an unspoken ill-defined model appeared to result in powerlessness: 
"...there was a theoretical orientation from my perspective, I  firm ly believe that there 
is and I  kind o f  react to her saying that there isn ’t... or fo r  her implying that it is our 
group whereas really... I  don’t think... it is our group" (P2, Lines 2352-2355)
Clinician versus client
The FG reflected on the group as offering "...some insight into that side o f  therapy" 
(P3, Lines 134-135), further noting that it "...might be similar to how a client feels 
sometimes, and they have to come along and, not all o f  them have made a choice to
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corne to therapy" (P5, Lines 125-127). Members implied that a purpose of the group 
was to appreciate the process and experiences of a Clinician versus the client through 
a reflection, however this was also noted to have negative impact on the direction and 
focus of the RPG: "...It seems so strange that we are teaching our clients who are 
depressed not to attend to all the negative things in their lives and... actually that’s 
exactly what we do in the group we just attend to the negative" (P2, Lines 1750-1753)
3.2 Power
The Power theme pertained the groups’ sense of powerlessness, control, and fear of 
evaluation within the RPG.
Fear o f  evaluation /F ear o f  size /  Risk taking
Fears within the RPG were particularly associated with evaluation: "...people might 
fee l that they were being judged on a professional level' (P4, Line 1228) and size of 
the RPG "...you might not want to share your views with... 24 other people" (PI, 
Lines 221-222), consequently leading to a sense of risk taking in airing an opinion or 
difficulty: " ...I ’m constantly struggling with in the group (GENERAL AGREEMENT), 
should I  open my mouth or not? (GENERAL AGREEMENT) Is it worth it?" (P3, 
Lines 264-266). These principles re-occur throughout the transcript drawing 
reference to a motivation for participating in the FG citing: "...The very reason why I  
wanted to do this project was because I  wanted to talk about these issues and couldn’t 
talk about them in the big group" (P5, Lines 2309-2310). A further reflection on the 
size group as an appropriate size for the assumed orientation: "...no one feels safe 
enough to talk about that so.. I  know it is not supposed to be therapeutic... You would 
never think, oh right, yeah. I ’ll do. I ’ll use the psychodynamic approach with a group 
o f 24people" (P8, Lines 2108-2113).
Power o f  facilitator
The FG relied on the facilitator to offer the structure, though turning back to covert 
rules: "...She doesn’t seem to give too much away" (PI, Line 2137), a sense of 
powerlessness and disapproval was aired:
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"...it should be our decision about what the group does (P5: Mmm, yeah), but I  fee l 
she disapproves" (P3, Lines 1561-1562)
"...I fee l we are not allowed like she is umm... has maybe got a parental role, you 
know... where you haven 7 been given permission to do that" (P6, Lines 2259-2260)
Powerlessness /  Loss o f  control 
The FG mooted the helplessness and loss of control due to the lack o f definition: 
"...there isn 7 a set agenda...nobody’s ever said this is what w e’re going to be doing. 
There’s no lead" (PI, Lines 177-179), "...w ejust have to buy into this depression as a 
big year group and every time we walk out o f  there Iju s t fee l really knackered down" 
(P2, Lines 1812-1814). However some research members discussed the ability to take 
control and offer some direction "...well sometimes just its me who says well snap out 
o f  it because its not everything’s that bad there is something nice out there" (PI, 
Lines 1816-1818). It as recognised that that the group do have some power and 
choice, offering conflict in asserting individual roles versus the cohesive group 
position, suggesting that the group is more powerful: " ...I  think we let ourselves be 
treated like that" (P8, Lines 2268-2269)
3.3 Group processes
The final theme incorporated principles relating to group interactions, process, and 
reflections of the impact of the research on the RPG.
Cohesion
The FG were able to identify a process of cohesion, "...when somebody’s actually 
letting o ff some emotion and the rest o f  the group really kind ofgets close together we 
have got something in common we can discuss" (PI, Lines 670-672). Further group 
members noted that the ‘closeness’ was not "...as a result o f  the group" (P6 and P3, 
Lines 379-380), rather " ...I  think generally w e’re quite a cohesive group anyway" 
(PI, Line 395). The cohesive ideals present in the group may have been used to focus 
against a ‘silent’ other, therefore avoiding revealing emotions and maintaining the 
group in an ‘artificial’ though safe environment: “ .../ think that’s why we talk so 
much about the course team and academic work and things... because its an easy
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subject to talk... about and people aren 7 particularly embarrassed or it doesn 7 touch 
personally really with many people where other things that do get brought up briefly 
like silence... is something that people have more personal hang ups about" (P5, lines 
1943-1948).
Interactions within the group /Roles
FG members noted circularity of interactions which appeared to maintain a status 
quo in the RPG: “ ...I just wonder if that...kind of interaction actually keeps certain 
people talking and actually...contributes to some people not saying anything” (P2, 
Lines 560-561), "...that maintains the kind o f  who talks in the group by the fac t that 
you know you are going to talk to someone you know there’s a higher chance o f  
talking back to you" (P5, Lines 573-575).
The influences of roles within the group, either being adopted or imposed on 
individuals were noted: "...I don 7 know i f  anybody feels the same, they’ve fallen into 
a certain, whether they’ve adopted a role or whether the role has been put on them, to 
do something in the group, like whether i t ’s to break the ice or to be the comic idiot" 
(PI, Lines 871-874)
Particular roles were deemed to be of responsibility: "...some people fee l more 
responsible fo r  guarding the group than others" (P5, Lines 746-747), whereas others 
were perceived as withdrawing control from the group: "...somepeople might take on 
or see...themselves as having a leader-like role or you know a role in in guiding the 
group, but then does everybody else collude with that?" (P8, Lines 793-795).
Impact o f  FG on RPG 
The FG hypothesised that "...a  structured focus group outside o f  the group that has 
brought up these issues when we go to the group and this is raised its almost like a 
cue card we could talk about this now so I  think it might be safer fo r  people to talF' 
(P6, Lines 488-491), therefore acting as agents of change, even noting a sense of over­
spill from the planning of the FG, where there has been "...som e slight shift and
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change in the group since w e’ve started talking about this". This empowerment and 
hope for change was combined with concerns "...that might we as a group take on 
quite a lot o f  responsibility now, to make changes within the RPG" (P5, Lines 2367- 
2368^
4. DISCUSSION
A quote by Yalom (1995) is able to succinctly summarise the analysis of the 
transcript:
“Research with laboratory groups demonstrates that if  the group’s goals, methods of 
group attainment, and expected role behaviour are ambiguous, the group will be less 
cohesive and less productive, and its members more defensive, anxious, frustrated, 
and likely to terminate membership” (Yalom, 1995, p. 290).
Yalom (1995) described the ideal size of a group to be approximately seven or eight 
(acceptable range of five to ten members). The FG noted "...It has been much easier 
to talk in this size" (P4, Line 2366). Research exploring the effectiveness of group 
size noted a reduction in interactions between members when a group had nine 
members, with a further second reduction in groups greater than 17 members (Castore 
(1962). Hare (1952), noted that larger groups tended to be more dissatisfied and 
demonstrated less consensus. Further investigation on the function of the FG would 
look at the relationship between the small focus group and the larger group, that is, the 
relationship between the an effective change in perceptions following the 
collaborative enquiry of those researcher/participants and the larger peer group 
(Rifkind, 1995).
The RPG process and development may best be described using Tuckman’s (1977) 
first and second stages of group development, ‘Forming’ and ‘Storming’ (Appendix 
D). In order to grow from one stage to the next, each member must relinquish the 
comfort o f non-threatening topics and risk the possibility of conflict. There is not set 
time span or route through the stages, and groups may fluctuate between stages, the 
RPG presents as fluctuating between the uncertainty and conflict stages which may be 
attributed to the lack of perceived structure. Such a traditional unstructured group
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based on a broadly psychodynamic model does not seem to lend itself to a RPG. 
Reid, Johnson, Morant, and colleagues (1999) suggest that relatively unstructured 
groups produce considerable uncertainty and contusion in members, so they are 
unable to discuss difficulties or obtain support.
4.1 Limitations
As noted by Sword (1999), the challenge for the researcher is to acknowledge 
emerging feelings, managing the role of researcher/participant, and extrapolating 
meaningful themes from the data. Questions remain regarding the extent to which 
FG research is considered valid, or whether the question of validity is even 
appropriate. The limitations, reflect the accepted limitations in qualitative research. 
Whilst guidelines are presented by Yardley, only a limited number o f tenets could be 
met in this study.
4.2 Implications
It was felt that the transcript was a true representation of peer group sentiment due to 
issues discussed in on-going RPG meetings. Implications for practice and RPGs 
suggest that facilitated structured groups with an agenda, may be a more acceptable 
and useful way of providing support and discussing difficulties arising.
5. CONCLUSIONS
RPGs have psychoeducational characteristics intended to promote critical reflection 
and collaborative learning (Takeda, Marchel & Gaddis, 2002). However the FG has a 
greater sense of a RPG, whether this was due to the size of the group, the shared 
goals, or the agenda, remains unclear. Despite the growing literature on reflective 
practice, it continues to lack a structured application (Ixer, 1999), and therefore 
benefit may be marginalised by group sentiment and lack of understanding of 
purpose.
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Definition of Themes
Purpose to the group
• There appears to be no shared understanding in the RPG of it’s purpose.
• The purpose of the group has been a point of discussion in the RPG.
• Some individuals expressed the need to know the purpose and how they found it 
difficult that they were so uncertain.
Theoretical Orientation
• Is the facilitator shaping the group?
• Why has the theoretical orientation not been made explicit?
• Should there be a theoretical orientation if  the group is not designed to be
therapeutic?
• Individuals in the group may bring there own orientations.
• Does the theoretical orientation serve an academic purpose, to increase our
learning and knowledge?
Recurrent Themes
• Recurrent themes have been experienced.
• How, why and what are the recurrent themes about?
• Recurrent themes may help to describe the group.
Roles
• Individuals expressed personal interest in their own roles and how they had come 
about.
• Roles may help define expectations
• The literature in social psychology indicates that roles forming groups, was this
the case for the RPG?
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Week 1 (27/01/03)
A group of eight Trainee Clinical Psychologists discussed the proposal to conduct the 
research on RPG. The suggestion of co-operative enquiry was mooted. The group 
brainstormed research questions and themes we wanted to explore in the group.
Week 2 (03/02/03)
The group devised research question “to explore past and current expectation and 
experiences of the RPG”. The group began to explore the motivations for undertaking 
the research as it was felt to be an important as this may influence the final analysis. 
The group’s reasons were:
PI: “To compare my experiences of the group with other’s and draw a consensus on 
the function of the RPG.”
P2: “Motivation for the research was a feeling of frustration towards the Group 
process not fulfilling its potential. Also, as the purpose of the group was not made 
explicit I wanted to gain a greater understanding of what the potential of the group 
might be. Finally, I suppose I thought my role in the reflective group might have been 
one of challenger, and I wanted to extend this role further by doing the research and 
thereby challenging the group.”
P3: “I felt there were a lot of thoughts and opinions about the Group which did not 
seem to have been made explicit. Certainly, I had some of these and had not told 
many people! I was therefore curious to know what others' attitudes towards the 
group were as I did not feel they were sufficiently or comprehensively discussed in 
the group. Doing some research about the group seemed an ideal way to find them 
out! Secondly, I was interested in how we, as clinicians felt about the whole group 
experience, given we would presumably promoting such an approach in our future 
practice.”
P4: “To explore my own and others thoughts and experiences of the reflective 
practitioner group. I particularly was interested to know whether anyone had a clear 
idea of the purpose of the group as I was unsure myself!”
P5: “I think mine is that I had noticed that a number of processes (both Verbal and 
non-verbal) were occurring in the RPG and felt unable to discuss them in that forum 
and thought it would be a good opportunity to talk about them.”
P6: “My motivation for doing this research was that i was curious as to the purpose of 
the group and wondered what other people’s ideas were about the purpose. Another
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reason was that I was finding the group quite a struggle and wondered what other 
people’s experience of the group was. Unfortunately I felt that I couldn’t address 
these curiosities in such a large format as the RPG as I felt quite inhibited by it.”
P7: “My motivation for joining in with this research was to take part in a discussion of 
insights on the RPG. As a member of the RPG, I was interested in helping develop an 
explanation of how the RPG is currently used and what the challenges are. I thought it 
also a good opportunity to consider the concept of reflective practice and how we can 
and do apply it.”
P8: “My main motivation for participating in this research Was simply to find out how 
other people perceived the RPG, whether they were satisfied with how it was (which I 
was not) and if not how they would like it to be and how this might be achieved.”
The FG further discussed participant methodology and potential difficulties with 
differing approaches. A decision was reached to conduct a focus group with the 
researchers as participants.
Week 3 (10/02/03)
From the previous week’s brainstorm, key topic areas were extracted as follows:
• Hopes and fears before the first group, experiences of the first meeting
• Roles (individual roles in the group, participation
• Recurrent themes (laughter, process, content
• Theoretical orientation (facilitator, safety, agenda)
• Group purpose
Week 4 (17/02/03)
The FG discussed literature reviews conducted. A variety of subject areas were 
explored as a result for idiosyncratic search methods and conceptualisation of the 
research focus. The FG opted for video camera recording of the FG for future 
transcription.
Week 5 (24/02/03)
The FG further contracted the initial topics to four, excluding in the process 
‘Personal learning’ and ‘Safety’. Twenty minutes would be allocated per topic with a
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final 10 minutes reserved for any other issues and reflection, with a maximum total 
running time of 116 hours.
The group allocated roles for the participants to adopt in the FG in order to observe 
confidentiality, equality, focus on subject matter, timing, logistical and technical 
input. The roles included:
• Confidentiality monitor
• Linking discussion back to research question.
• Maintaining focus on topics.
• Ensure all participants heard equally.
• Bring in those who had not spoken for a while.
• Time keeper
• Stop interruptions
• Technical support
Week 6 (03/03/03)
A topic schedule was drawn-up for the FG as follows:
1. Purpose.
2. Theoretical orientation.
3. Recurrent themes.
4. Roles in the RPG.
5. Any other issues and reflection.
Technical support was available therefore the FG reassigned the role to share the role 
of maintaining a focus on expectations and experiences. The roles of ‘Bringing in 
others’ and ‘Ensure all heard equally’ appeared to have similar connotations therefore 
the role was merged to ‘Ensure all heard equally’. A new role was created to aid the 
process of co-operative enquiry -  ‘Being curious’. The roles were randomly assigned 
to the RG members.
Week 7 (10/03/03)
The FG was conducted in an audio-visual suite for recording purposes. The FG 
lasted for 1 hours.
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Week 8 (17/03/03)
The RG divided the task of transcribing the FG among the eight members. Non­
verbal communication (such as pointing), pre-verbal sounds (such as “umms”, “errs”), 
laughter, and prolonged pauses (more than 5 seconds) were to be included in the 
transcription. In discussion, the group reflected on the experience o f discussing the 
RPG in the FG -  this was the first instance the group became ware of how 
participating in the FG affected one’s perception of the RPG.
Week 9 and 10 (15/4/03 and 22/04/03)
Data analysis
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PROCESS OF ANALYSIS
Stage 1: Transcription of video recording of FG was shared equally among all eight 
members.
Stage 2: All transcription stages combined into fiill transcription, and as a group
transcription checked and missing data added
Stage 3: Group met over two days to read through entire transcript
Stage 4: Identified emerging theme titles / concepts
Stage 5: Themes observed from the transcription were collapsed into three major 
themes:
THEME 1 
Purpose 
(Searching for purpose)
Higher meaning 
Assumption of purpose 
Different levels of 
purpose
Searching for a purpose 
Covert rules 
Impact of FG on RPG 
Search for orientation 
Clinician versus client.
THEME 2 
Power
Fear of evaluation/ Fear of 
size
Risk taking
Power of facilitator
Loss of control
Uncertainty/insecurity/safety.
Powerlessness
THEME 3 
Process 
(Group processes)
Cohesion
Artificial
Judging the facilitator 
The silence (positive and 
negative)
Use of metaphor 
Interactions within the 
group 
Roles
Learning to tolerate 
Size
Agency for change 
Impact o f  FG on
The relationship between the three themes may be demonstrated in the diagram 
below:
POWER
PURPOSE
PROCESS
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5 Stages of Group Development (Tuckman & Jensen, 1977)
Stage 1: Forming
In the Forming stage, personal relations are characterized by dependence. Group 
members rely on safe, patterned behavior and look to the group leader for guidance 
and direction. Group members have a desire for acceptance by the group and a need to 
be know that the group is safe. They set about gathering impressions and data about 
the similarities and differences among them and forming preferences for future 
subgrouping. Rules of behavior seem to be to keep things simple and to avoid 
controversy. Serious topics and feelings are avoided.
The major task functions also concern orientation. Members attempt to become 
oriented to the tasks as well as to one another. Discussion centers around defining the 
scope of the task, how to approach it, and similar concerns. To grow from this stage to 
the next, each member must relinquish the comfort of non-threatening topics and risk 
the possibility of conflict.
Stage 2: Storming
The next stage, which Tuckman calls Storming, is characterized by competition and 
conflict in the personal-relations dimension an organization in the task-functions 
dimension. As the group members attempt to organize for thé task, conflict inevitably 
results in their personal relations. Individuals have to bend and mold their feelings, 
ideas, attitudes, and beliefs to suit the group organization. Because of “fear of 
exposure” or “fear of failure”, there will be an increased desire for structural 
clarification and commitment. Although conflicts may or may not surface as group 
issues, they do exist. Questions will arise about who is going to be responsible for 
what, what the rules are, what the reward system is, and what criteria for evaluation 
are. These reflect conflicts over leadership, structure, power, and authority. There may 
be wide swings in members’ behavior based on emerging issues of competition and 
hostilities. Because of the discomfort generated during this stage, some members may 
remain completely silent while others attempt to dominate.
In order to progress to the next stage, group members must move from a "testing and 
proving" mentality to a problem-solving mentality. The most important trait in 
helping groups to move on to the next stage seems to be the ability to listen.
Stage 3: Norming
In Tuckman’s Norming stage, interpersonal relations are characterized by cohesion. 
Group members are engaged in active acknowledgment of all members’ contributions, 
community building and maintenance, and solving of group issues. Members are 
willing to change their preconceived ideas or opinions on the basis of facts presented 
by other members, and they actively ask questions of one another. Leadership is 
shared, and cliques dissolve. When members begin to know-and identify with-one 
another, the level of trust in their personal relations contributes to the development of 
group cohesion. It is during this stage of development (assuming the group gets this 
far) that people begin to experience a sense of group belonging and a feeling of relief 
as a result of resolving interpersonal conflicts.
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The major task function of stage three is the data flow between group members: 
They share feelings and ideas, solicit and give feedback to one another, and explore 
actions related to the task. Creativity is high. If this stage of data flow and cohesion is 
attained by the group members, their interactions are characterized by openness and 
sharing of information on both a personal and task level. They feel good about being 
part o f an effective group.
The major drawback of the norming stage is that members may begin to fear the 
inevitable future breakup of the group; they may resist change of any sort.
Stage 4: Performing
The Performing stage is not reached by all groups. If  group members are able to 
evolve to stage four, their capacity, range, and depth of personal relations expand to 
true interdependence. In this stage, people can work independently, in subgroups, or 
as a total unit with equal facility. Their roles and authorities dynamically adjust to the 
changing needs of the group and individuals. Stage four is marked by interdependence 
in personal relations and problem solving in the realm of task functions. By now, the 
group should be most productive. Individual members have become self-assuring, and 
the need for group approval is past. Members are both highly task oriented and highly 
people oriented. There is unity: group identity is complete, group morale is high, and 
group loyalty is intense. The task function becomes genuine problem solving, leading 
toward optimal solutions and optimum group development. There is support for 
experimentation in solving problems and an emphasis on achievement. The overall 
goal is productivity through problem solving and work.
Stage 5: Adjourning
Tuckman’s final stage. Adjourning, involves the termination of task behaviors and 
disengagement from relationships. A planned conclusion usually includes recognition 
for participation and achievement and an opportunity for members to say personal 
goodbyes. Concluding a group can create some apprehension - in effect, a minor 
crisis. The termination of the group is a regressive movement from giving up control 
to giving up inclusion in the group. The most effective interventions in this stage are 
those that facilitate task termination and the disengagement process.
Adapted from Tuckman, B. & Jensen, M. (1977). Stages of small group development. 
Group & Organizational Studies, 2, 419-427.
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ABSTRACT
The intention of this research is to study resilience factors on ZAKA, an Israeli 
specialised voluntary emergency first responder cohort, who are regularly exposed to 
traumatic incidents, such as mass causality scenes. ZAKA is staffed predominantly 
by male members of Israel’s Orthodox Jewish community. Almost all the volunteers 
are married and gainfully employed. Family grounding and employment are viewed 
as positive foundations for stability and a support. All the volunteers participating {n 
= 829) in the research were male. The mean age of the volunteers was 40.03 (10.25 
s.d.), with the youngest aged 23 and oldest aged 72 years. 98.3% were married.
The measures investigated were severity of PTSD (Revised Impact of Events Scale); 
general psychiatric symptomatology (General Health Questionnaire -  28 Item 
version); measures of personality traits (NEO Five Factor Index; Trait resiliency (Ego 
Resiliency Scale -  89); and religiosity. Additional demographic items and items 
pertaining to exposure to traumatic incidents were included. A mixed design using a 
cross-sectional postal questionnaire survey of volunteers was employed.
The cohort was observed to be extremely homogenous. ZAKA volunteers have 
faced the daily prospect of mass traumas for over 10 years, and in spite of these 
incidents, the cohort in general proved itself surprisingly resilient in the face of 
continued incidents. Volunteers did not develop high levels of psychiatric distress 
despite repeated exposure to the most gruesome effects of a terrorist attacks. The data 
revealed general low severity of traumatic stress and low level of well-being 
difficulties. High ego-resiliency scores negatively correlated with trauma 
symptomatology and psychiatric symptomatology. Conscientiousness and 
Extroversion traits predicted resiliency. Religiosity buffered against PTSD symptoms 
and general psychiatric symptoms.
Limitations were highlighted by the study and implications for clinical practice and 
training aimed at developing psychological resilience in emergency first responders 
and body handlers were discussed. It is hoped that this study is able to make a unique 
contribution to the development of a model of resilience for emergency first 
responders, and an empirical base for investigation with this population.
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PERSONAL NOTE
The aim of the study is not to promote, challenge, or legitimise the actions of 
governments, rather to study a phenomenon - to study a course of action (disasters, 
bomb aftermath, terror attacks, major accidents) on a specialised voluntary emergency 
response group. The researcher further acknowledges that equal weight should be 
placed on studying the plight of Palestinian emergency workers. Access to this region 
is restricted, and furthermore, there is a greater risk to personal safety. As a scientist 
and Trainee Clinical Psychologist studying and on clinical placement at the Traumatic 
Stress Clinic (St. George’s Hospital), I am aware of the suffering of all the people in 
the region and do not wish to obscure the suffering of other parties.
CAUTIONARY NOTE
The following material contains graphic and traumatic descriptions of the daily 
incidents ZAKA volunteers encounter, and therefore caution is advised. The material 
is included in an effort to validate and recognise the personal experiences they endure 
on a regular basis, and the resilient qualities they present with in light of the risk they 
face. I would like to apologise for any offence or distress caused in reading the 
reviewed material. One can only hope that there would be no need for future studies 
on these matters.
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INTRODUCTION
the occasion o f every accident that befalls you, remember to turn to yourself and 
inquire what power you have to turn into use.''
Epictetus c, 55-135 G.E.
There is a considerable amount of interest in defining the possible psychosocial 
factors that mediate individual differences in the nature and extent of reactions to 
traumatic events (Ehlers & Clark, 2000; Joseph, Williams, & Yule, 1997). 
Assumptions of an automatic connection between exposure to adverse events, such as 
traumatic incidence and mass traumas \  in the development of dysfunctional or 
pathological traumatic stress reactions are being increasingly challenged. Theoretical 
paradigms of traumatic experience (Creamer, Burgess, & Pattison, 1992; Ehlers et al., 
2000; Foa & Steketee, 1989; Gillespie, Duffy, Hackmann, & Clark, 2002) have been 
limited due to the difficulties they have in explaining the range of psychosocial data, 
the variability between the reactions of individuals, and their changes over time. Such 
suppositions are being replaced by the belief that many people and groups can, 
following exposure to hazardous or adverse situations, display remarkable levels of 
resilience. That is, they can readily regain prior levels of functioning, bouncing back 
or adapting, and in some cases experienced personal growth, as a consequence of their 
adverse experience.
Despite growing empirical support for this reality, this paradigm has yet to be fully 
assimilated within the fabric of mainstream mental health research and practice. Nor 
has there been encapsulated within the culture or staff and organisational 
development, strategies for ‘high risk’ professions (e.g. security and emergency 
response services). One reason for this has been a lack of comprehensive sources that 
present relevant research findings and practices in a form that assists in understanding 
this complex phenomenon and that provides direction of practical application of the 
ensuing recommendations.
 ^ Mass traumas may be divided into three main categories: (1) natural mass traumas, e.g., earthquakes 
or floods; (2) accidental mass traumas, e.g., major transportation crashes or fires; and (3) human 
induced mass traumas, e.g., war, terrorism, kidnapping and the like. For the purposes of this review, 
mass traumas may be grouped into a generic term mass trauma incidents.
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That which follows is a systematic review of the variables and mechanisms that 
underpin resilience and growth in professions which face a high risk of regular and 
repetitive exposure to adverse or hazardous events. Given the inevitability of this 
exposure, promoting the acceptance and practice, this paradigm is essential for 
facilitating the capability of emergency responders to adapt to, and if possible to grow 
from, adverse and hazardous experiences
By identifying salient dispositional, cognitive, group, organisational, and 
environmental predictors of resilience and articulating the mechanisms that link them 
to adaptive and growth outcomes, emergency organisations will have the capacity to 
intervene prior to exposure to adverse events rather than waiting until after the event, 
as is currently the norm.
Defining Post Traumatic Stress Disorder
Post-Traumatic Stress Disorder (PTSD) is a chronic and disabling psychiatric 
disorder defined by a constellation of 17 characteristic symptoms that develop 
following exposure to a psychologically traumatic event such as an assault, natural 
mass trauma, mass trauma incident, severe accident, bombings and other events 
(American Psychiatric Association, 1994). PTSD may be defined as:
'"'Direct personal experience o f an event that involves actual or threatened death or 
serious injury, or other threat to one’s physical integrity; or witnessing an event that 
involves death, injury, or a threat to the physical integrity o f another person; or 
learning about unexpected or violent death, serious harm, or threat o f death or injury 
experienced by a family member or other close associate."
(American Psychiatric Association, 1994, p.424)
The definition encompasses the concept of vicarious traumatisation or secondary 
traumatisation (being confronted by serious injury to others), which has significance 
for emergency service populations and rescue workers (Ben-Arzi, Solomon, & Dekel, 
2000; Chrestman, 1995; Hyman, 2004; Jones, 1985).
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Clinical Features of PTSD
In order to qualify as a traumatic experience, an event must evoke intense fear, 
helplessness, or horror in an individual (Criterion A), Symptoms of PTSD may take 
the form of re-experiencing the event (Criterion B), avoidance of stimuli associated 
with the event (Criterion C), and increased arousal not present prior to the event 
(Criterion D). Re-experiencing manifests itself as recurring thoughts or images, 
dreams, flashbacks, distress at reminders of the event, and physiological reactivity on 
exposure to internal or external cues that symbolise the event. Avoidance symptoms 
include efforts to avoid thoughts, feelings, or conversations associated with the event, 
inability to recall important aspects of the event, avoiding places or activities 
associated with the event, restricted range of affect, and a sense of a foreshortened 
future. Increased arousal symptoms include difficulty falling or staying asleep, 
irritability or outbursts of anger, difficulty concentrating, hypervigilance, and an 
exaggerated startle response.
To meet DSM-IV (American Psychiatric Association, 1994) criteria for PTSD, 
symptoms in each of the three domains must not only be present, but also must be 
severe enough to cause substantial impairment in social, occupational or interpersonal 
domains. Furthermore, symptoms must be present for at least one month, and a 
diagnosis of Chronic PTSD being classified after four months have passed since the 
actual incident.
Prevalence
PTSD may affect some 2-3% of the general population at any one time (Davidson, 
Tharwani, & Connor, 2002; Ohayon & Shapiro, 2000). It is a relatively 
commonplace mental disorder, more prevalent than schizophrenia (0.5%), but less 
prevalent than major depression (5-10%). Epidemiological studies have found that 
40-90% of the general population experience a traumatic event meeting the PTSD 
stressor criterion in the DSM-IV (American Psychiatric Association, 2000) at some 
point during their lifetime (Breslau et al., 1998; Breslau, Davis, Andreski, & Peterson, 
1991; Kessler, Sonnega, Bromet, Hughes, & Nelson, 1995; Norris et al, 2002), yet 
only 7% to 14% of the general population develop the disorder (Breslau et a l, 1991; 
Breslau et al, 1998; Davidson, Stein, Shalev, & Yehuda, 2004; Kessler et a l, 1995; 
Robins, Helzer, Cottier, & Golding, 1989; Yehuda, 2002). In common with many
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other psychiatrie disorders, a higher prevalence of PTSD occurs in women than in 
men. The lifetime prevalence of exposure to trauma and the risk of developing PTSD 
are shown by gender and trauma in Table 1 (Kessler et al., 1995). The probability of 
developing PTSD following trauma exposure is estimated to be approximately 10% in 
the general population (Breslau et al., 1998), although higher rates (i.e., closer to 
25%) have been observed for traumas involving violence or life threat (Breslau et al., 
1991; Breslau et al., 1998; Schlenger et al., 2002; Weiss, Marmar, Metzler, & 
Ronfeldt, 1995). Kessler and colleagues (Kessler et al., 1995), noted that the rate of 
PTSD development was influenced in part by the nature of the trauma. Even the most 
devastating trauma, such as that experienced by rape survivors, prisoners of war, and 
Holocaust survivors, has seldom led to more than 50-70% of the affected population 
developing PTSD (Green, 1982; Kessler et al., 1995; Sutker, Allain, & Winstead, 
1993).
Table 1. Lifetime prevalence of exposure to trauma and risk of PTSD (Kessler et 
al., 1995)
Lifetime Prevalence (%) PTSD Risk (%)
Trauma Male Female Male Female
( / I  = 2,812) (n = 3,065) (n = 2,812) (/i = 3,065)
Life-threatening 25.0 13.8 6.3 8.8
accident
Natural mass 18.9 15.2 3.7 5.4
trauma
Threatened with 19.0 6.8 1.9 32.6
a weapon
Physical attack 11.1 6.9 1.8 21.3
Rape 0.7 9.2 65.0 45.0
Many of the people who initially developed PTSD recover without the aid of 
treatment in subsequent months, but in a substantial subgroup (30-40%) the symptoms 
may be relatively persistent, lasting a year or more (Kessler et al., 1995; Rothbaum, 
Foa, Riggs, Murdock, & Walsh, 1992). Severe cases of PTSD may be extremely 
long-lasting, once established. Survivors of war trauma in Second World War combat 
veterans from the Pacific arena (some of whom had been Japanese prisoners of war).
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when interviewed in the 1990s had high prevalence rates for PTSD (Sutker et al., 
1993). Among the prisoner of war survivors, 70% fulfilled the criteria for a current 
diagnosis and 78% for a lifetime diagnosis of PTSD, compared to 18% and 29%, 
respectively, of the combat veterans. These statistics suggest therefore, that assessing 
individuals exposed to trauma as a homogenous group may result in imprecise 
conclusions.
Pathological Development 
Whilst exposure to traumatic events can potentially result in PTSD for anyone, there 
are widespread and often dramatic individual differences and psychopathological 
responses in how people respond to the same traumatic stressors (Ballenger et al., 
2004; Brunello et al., 2001; Shalev, 2001; Shalev, Bonne, & Eth, 1996). In a review 
of the literature, Norris and colleagues (Norris et al., 2002) concluded that severe 
impairment, as defined by DSM-IV (American Psychiatric Association, 2000) 
criterion-level psychopathology, occurred in 39% of the overall sample. Amongst 
victims of specific traumatic events, severe impairment was more common after mass 
violence (67%) than after technological (39%) or natural (34%) mass traumas. 
School-aged children were the most likely to experience severe impairment (62%) 
compared with the general adult population (39%) or rescue workers (7%). The 
severity of symptoms in the immediate post-trauma period, such as early PTSD 
symptoms and functional impairment, predicted long-term symptom severity in 
victims of mass trauma^ incidents. Symptoms tended to abate after the first year for 
the majority of persons. However, in those persons whose symptoms persisted 
beyond the first year, disability was pronounced. Furthermore, demography, the 
nature of the incident, dissociative experience during the incident, perceived social 
supports, previous history of a psychiatric disorder, severity of the trauma, and 
physical injury are noted among the factors that may influence outcome (Ursano, 
Fullerton, & Norwood, 1995b). Table 2 contains a list of the conditions that need to 
be considered.
 ^Given the heterogeneity of traumatic event, an operational definition of the term mass trauma could 
be considered purely quantitatively, e.g., by the number victims in a single catastrophic event such as 
an earthquake or a major act of terror (Shalev, Tuval, & Hadar, 2004)
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Table 2. Differential Diagnosis After Exposure to Terrorist-Induced Trauma 
(Ursano et al., 1995b)
• DSM-IV diagnoses:
o Acute stress disorder (0 -  30 days) 
o Generalised anxiety disorder 
o Posttraumatic stress disorder (30+ days) 
o Conversion disorder / Adjustment disorder 
o Dissociative disorder 
o Amnesic disorder 
o Somatisation disorder 
o Major depressive disorder 
o Adjustment disorder
o Substance and alcohol abuse and dependency
• Psychological/Behavioural responses:
o Grief and other normal responses 
o Family disorganisation and violence
A large majority of individuals exposed to traumatic stressors will appear to be 
relatively resilient, developing only a brief acute response to stress and will not 
develop any long-lasting pathologic sequelae. A smaller proportion of the population 
will appear to have a low exposure threshold for developing PTSD, potentially in 
combination with major depression, anxiety disorders, and substance abuse (Kessler 
et al., 1995; Shalev et al., 1988). Previous vulnerability to depressive or anxiety 
disorders increases the likelihood that PTSD will develop. Indeed, both vulnerability 
and protective factors will affect the individual in the transitional phase from the acute 
stress response. In this critical stage, the acute reaction will stabilize in some 
individuals, whereas there is progressive decompensation in others.
Ehler & Clark (2000) describe a cognitive behavioural model of PTSD development. 
The model proposes that PTSD becomes persistent when individuals process the 
traumatic incident in a way that leads to a sense of serious, current threat. The sense 
of threats arises as a consequence of (1) excessively negative appraisals of the trauma 
and/or its sequelae and (2) a disturbance of autobiographical memory characterised by
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a poor elaboration of contextualisation, strong associative memory and strong 
perceptual priming. Change in the negative appraisals and the trauma memory are 
prevented by a series of problematic behavioural and cognitive strategies.
Pre-Trauma Risk Factors
Epidemiological studies have attempted to examine risk factors in the development 
in PTSD following exposure to traumatic incidents. A number of factors, such as 
individual vulnerability, type and severity of trauma, and individual response to the 
trauma, are critical to the development of PTSD (Ehlers et al., 2000; Gillespie et al., 
2002).
In an attempt to better understand the risk factors associated with PTSD, a 
comprehensive analysis of the literature on the effects of mass traumas on individuals 
and communities by Norris and colleagues (Norris et al., 2002; Norris, Byrne, Diaz, & 
Kaniasty, 2003), reviewed almost 160 studies based on 102 different incidents 
involving more than 60,000 victims. The review concludes that an individual’s risk 
for psychopathology will increase as the number of the following factors increases 
(Table 3): cultural factors such as coming from an ethnic minorities; poverty and low 
social economic status; lower intellectual functioning; individuals within the age 
range of 40 to 60 years; living in a highly disrupted or traumatised community; 
previous exposure to trauma, particularly in childhood; a psychiatric history; and 
familial factors such as children living in the home and parental PTSD and family 
history of anxiety and depression (Davidson, Tupler, Wilson, & Connor, 1998). 
Gender also appears to be a potent risk factor for the development of PTSD, with 
studies consistently demonstrating a two-fold increase in the prevalence of PTSD in 
women (Breslau et al., 1991). Furthermore, for women, having a spouse who is 
distressed further contributes to that risk (Norris et al., 2003). These variables are 
also associated with a greater exposure to traumatic events (Breslau et al., 1991).
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Table 3. Risk factors for PTSD following a mass trauma (Norris et al., 2003)
Severe exposure to the mass trauma (especially injury, threats to life, and extreme 
loss)
Living in a highly disrupted or traumatised community 
Female gender
Age in the middle years of 40 to 60
Little previous experience or training relevant to coping with the mass trauma 
Ethnic minority group membership 
Poverty or low socio-economic status 
Presence of children in the home
Presence of a spouse, especially if he is significantly distressed (in women only) 
Psychiatric history 
Secondary issues
Weak or deteriorating psychosocial resources
A further analysis by Brewin and colleagues (Brewin, Andrews, & Valentine, 2000) 
investigating the effect size for 14 different risk factors, concluded that in military and 
civilian populations, individual risk factors such as gender, socio-economic status, 
education, psychiatric history, and childhood adversity, modestly predicted the 
occurrence of PTSD. Variables correlating to the traumatic incident (such as severity 
of the incident), and environmental and contextual factors after the incident (such as 
social support or exacerbating life stressors) are viewed as greater predictors of PTSD 
development than pre-trauma characteristics.
Contextual and environmental psychological resources, such as support from family 
members, friends and significant others, community and spiritual leaders, may act as 
buffers to the potentially harmful effects of stress (Norris & Kaniasty, 1996; Rutter, 
1999). The outcome of such resources in effectively overcoming or protecting against 
PTSD has not been well documented, however, Norris and colleagues (Norris et al.,
2002) concluded that individuals at greatest risk of PTSD following traumatic 
incidents are those lacking in adequate psychological and social resources, and those 
who have endured significant losses (personal and material).
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The available studies focus on widely different populations, including combat 
veterans, victims of rape, survivors of motor vehicle accidents, and sufferers of 
interpersonal violence. Whilst these findings highlight potential clinical implications 
for informing risk assessments and preventative efforts on factors that follows mass 
traumas, these findings demonstrate that trauma exposure alone is not sufficient to 
explain the aetiology of PTSD, therefore implying that other factors - including, as 
this review will show, individual differences in personality and culture, play 
important roles in moderating the relationship between trauma exposure and PTSD. 
Extrapolation of the data, however, to the setting of emergency services activities may 
be difficult because most of the available literature pertains to PTSD that follows 
acute transient events, rather than a prolonged exposure to repeated traumatic 
incidents.
The Construct of Resilience
A growing body of literature demonstrates that persons high in resilience, marked by 
a strong sense of commitment, control, and challenge, tend to remain healthy under 
stress compared to those low in resilience (Bartone, 1999; King, King, Fairbank, 
Keane, & Adams, 1998; Kobasa, 1979; Maddi, 1999b). As a construct, resiliency 
involves the interaction between adversity and an individual’s ability to overcome and 
adapt to an adverse situation. Various concepts have been brought forward as 
theoretically useful to characterise human adaptability (e.g., ego strength, ego- 
resiliency, hardiness, emotional stability, coping, competence, self-efficacy, self­
regulation) (Block & Block, 1980; Kobasa, 1979). Klohnen (1996) argues that 
resiliency is a personal resource that reduces risk for maladjustment during stressful 
life transitions. Despite the diverse hypothetical origins and terminology, two central 
constructs are subsumed in every definition of the term, that is, risk or adversity, and 
positive adaptation or competence. Whether resilience is conceived of as (a) good 
outcomes despite adversity, (b) sustained competence under stress, or (c) recovery 
from a traumatic experience, risk and competence are the two key constructs that 
occur as pivotal components embedded in the overall construct of resilience.
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The concept of resilience as proposed by Kobasa (1979) is theoretically grounded in 
existential philosophy and psychology (Frankl, 1984; Maddi, 1999b). In this 
philosophy, the goal of existence is to create personal meaning through decision 
making, action, and confronting new possibilities and challenges. Resilience can be 
thought of as a personality style or tendency, reasonably stable over time and across 
situations that somehow confers resiliency on those who possess it, thus 
demonstrating a resistance to the many various stresses and vicissitudes of life. 
Although Kobasa studied individuals coping with terminal illness, such as cancer, the 
concept may be applied to other extremely stressful settings such as coping with a 
mass trauma.
Research literature has portrayed the resilient individual as one who has a healthy 
sense of self, is self-efficacious, bold, determined, and able to find meaning in life 
(Klohnen, 1996). Others suggest that persons relatively high in resiliency tend to be 
more competent and comfortable in their interpersonal world (Block & Kremen, 
1996). More recent discussions regarding resiliency noted that resiliency as a 
construct, is a relatively ordinary phenomena (Bonanno, 2004; Felling, 2003). 
Resilience appears to be a common phenomenon that results in most cases from the 
operation of basic human adaptations systems. The concept of resilience implies a 
generalised personality construct rather than a highly specific, one-time behaviour. In 
short, an individual who is resilient is able to regulate their emotions and interact 
more effectively in social environments (Nightingale & Williams, 2000).
Another way of thinking about resiliency has been offered by Rutter (1999), who 
suggests that resiliency is a balance between stress and the ability to cope. Others 
suggest that resiliency implies that a person thrives in spite of adversity or because of 
it, and involves successful engagement with risk (Rutter, Champion, Quinton, 
Maughan, & Pickles, 1995). The degree of resiliency has implications for the 
individual’s adaptive capabilities under conditions of environmental stress, 
uncertainty, conflict, or disequilibrium (Block et al., 1996). Naturally this second 
approach to characterising adaptability provides an excellent opportunity for 
emergency service coordinators to better understand how to succeed in a trauma 
environment.
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Grounded in psychodynamic theory, Block and Block (1980) conceptualise 
resilience in terms of ego-resiliency, referring to the “dynamic capacity o f an 
individual to modify a characteristic level o f ego-control, in either direction, as a 
function o f the demand characteristics o f the environmental context, so as to preserve 
or enhance homeostasis. Depending upon impinging psychological presses, ego- 
resilience implies the ability to change from and also return to the individuaVs 
characteristic level o f ego-control after the temporary, accommodation-requiring 
stressing influence is no longer acutely present" (Block et al., 1996, p.351). Due to 
the differing degrees of resourcefulness, at the high extreme of the resiliency 
continuum, a person who is ego-resilient is resourceful and adaptive to changing 
circumstances, analytical in finding the best fit between situational demands and 
behavioural possibilities, and flexible with problem-solving strategies. At the other 
end of the continuum, ego brittleness is characterised by someone who has an 
inability to respond to changing demands or becomes disorganised when confronted 
with changes and\or stress.
Resiliency Process Model
Most of the field of resiliency research agrees that we need to understand better the 
processes that help to develop resiliency characteristics, hardiness, or ego-strength in 
individuals. As a beginning step to understanding the concept of a resiliency process, 
Richardson and colleagues collaborated on the application of a Resiliency Process 
Model (Richardson, Neiger, Jensen, & Kumpfer, 1990; Richardson, 2002). The 
model was developed for child and adolescent populations at risk; however this may 
be adapted for the adult population responding to adverse life events.
The Resiliency Process Model demonstrates that stressors not balanced by external 
psychosocial and environmental protective processes, or internal personality and 
motivational resiliency characteristics, can lead to imbalances in homeostasis. 
Disorganisation of the individual occurs which, when relieved by social, 
environmental, and supportive processes, results in reintegration of homeostasis. This 
model also proposes several different levels of reintegration based on environmental 
and social reintegration processes: (1) Resilient reintegration, or a higher state of 
resiliency and coping; (2) Reintegration to the original equilibrium state (Homeostatic 
reintegration); (3) Maladaptive reintegration, or poorer resiliency and coping, and (4)
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Dysfunctional reintegration, incorporating dysfunctional cognitions and impaired 
mental health.
This model proposes that the positive effect of the level of homeostasis changes over 
time, which tends to match a therapist’s observation of clients who have experienced 
an adverse life event. Some clients appeared to grow from the experience and look on 
the positive nature of the experience, whereas others decompensate into depression 
and negativism (Fredrickson, Tugade, Waugh, & Larkin, 2003).
Personality Approach to PTSD and Resilience
The literature on the role of personality in PTSD is inconsistent, with some studies 
suggesting that certain personality traits are related to trauma response (Florian, 
Mikulincer, & Taubman, 1995; Morgan, Matthews, & Winston, 1995). One specific 
aspect of personality for which a relationship has been found with trauma response is 
attitudes to emotional expression (Nightingale et al., 2000).
Dimension of Personality: The Five Factor Model (FFM)
Costa and McCrae (1995) asserted that regardless of inevitable changes affecting 
individuals throughout their lives, changes in the individual are based on an 
underpinning of robust dispositional traits. A trait is a temporally stable, cross- 
situational individual difference (Soldz & Vaillant, 1999). Currently the most popular 
approach among psychologists for studying personality traits is the Five Factor Model 
(FFM). The FFM was derived from factor analyses of a large number of self and peer 
reports on personality-relevant adjectives and questionnaire items. The FFM 
represents thirty specific facets that combine into five broad, well established 
personality traits (Costa & McCrae, 1992) for the examination of individual 
differences. The FFM is composed of Openness, Conscientiousness, Agreeableness, 
Extraversion and Neuroticism (OCEAN) dimensions (Costa et al., 1992). Saucier and 
Goldberg (1998) observed that the majority of clusters of personality-relevant 
adjectives can be included within the FFM. Paunonen and Jackson (2000), however, 
note that several important personality clusters are not encompassed by the FFM, such
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as Religiosity, Honesty, Deceptiveness, Conservativeness, Conceit, Thrift, 
Humorousness, Sensuahty, and Masculinity-Femininity.
The dispositional traits have important roles in post-trauma outcomes (Bramsen, 
Dirkzwager, & van der Ploeg, 2000), and have been found to account for significant 
variance in scores when investigating positive and negative outcomes following a 
traumatic event (Miller, 2003; Nightingale et al., 2000). However, Neuroticism and 
Extraversion have been reported to account for most of the diversity (Thompson & 
Solomon, 1991; Hyer et al., 1994; Tedeschi, Park, & Calhoun, 1998).
Neuroticism
Neuroticism describes a tendency to experience negative affect and possesses 
associated cognitive traits. The factor contrasts adjustment or emotional stability with 
maladjustment and instability (Neuroticism). Individuals scoring high on Neuroticism 
are characterised by worry, anxiety, depression, inadequacy, and insecurity. 
However, low scores represent calm, composed, hardy, and self-satisfied individuals. 
Neuroticism is the most consistent predictor of negative posttrauma outcome and is 
strongly associated with passive ineffective forms of coping, such as wishful thinking, 
emotion-focused coping and avoidance strategies (Costa & McCrae, 1995). Hence, 
those displaying high levels of Neuroticism are generally expected to be more 
susceptible to the negative effects of traumatic events.
Extraversion
Extraversion is generally defined as the opposite of introversion. Individuals 
scoring high on Extraversion describe an individual’s level of activity with particular 
focus on the expression of positive emotions and social interactions. In terms of 
coping strategies, the extravert tends to seek social support and utilise positive 
appraisals, two coping resources that have been found to mitigate negative stress 
reaction (Bonanno, 2004; Fredrickson, 2000; Fredrickson et al., 2003). Therefore, 
individuals scoring high on Extraversion are more likely to use coping strategies that 
lead to high levels of self-reported growth than their introverted counterparts.
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Openness to Experience
Curious, imaginative, and flexible, are some of the adjectives suited to the individual 
who is open. Open individuals are curious about the world at both introspective and 
external levels and are proposed to experience both positive and negative emotions 
more intensely than those who score low on this dimension. It is possible that the 
Openness factor is a unique construct within the model, in that Openness may relate to 
problem solving as a personality trait rather that a direct personality dimension 
(Ferguson & Patterson, 1998). Problem solving through challenge is related to 
Openness more strongly than the other factors in the FFM. In other words. Openness 
may be conceptually different from the other four factors. Notwithstanding, Openness 
has been found to positively correlate with Post-traumatic Growth (PTG)^ in trauma 
survivors (Tedeschi et al., 1998). The tendency to be open to both internal and 
external worlds may position individuals high on the Openness factor to score more 
highly on outcome measures designed to illicit both positive and negative post-trauma 
outcomes than individuals who score lower levels of Openness.
Agreeableness
The agreeable individual displays empathy, courtesy, trust, and helpfulness and 
expects others to behave in a reciprocal manner. Agreeableness as a personality 
disposition is contrasted to antagonism. People scoring high on Agreeableness tend to 
seek social support and are less likely to use emotion-focused coping. Although the 
agreeable individual encourages social acceptance, it is unclear if they, or the 
sceptical and competitive antagonist, will display higher levels of psychological 
health following a traumatic event. Given the mediating effects of social support, it is 
possible that those scoring high on the Agreeableness factor would be more resilient 
to the effects of traumatic events in the line of duty.
 ^Tedeschi and colleagues (Tedeschi et al., 1998) discuss the conceptual issues of posttraumatic growth, 
which they describe as both a process and an outcome. They point out that no single term has been used 
to denote the positive effects of trauma and propose the term posttraumatic growth. They describe the 
types of growth outcomes in perception of the self (survivor versus victim, self-reliance, and 
heightened awareness of vulnerability), interpersonal relationships (self-disclosure, emotional 
expressiveness, compassion, and giving to others), and philosophy of life (priorities, appreciation of 
life, existential themes, sense of meaning, spiritual development, and wisdom).
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Conscientiousness
The conscientious individual is reliable, organised, and persistent in the pursuit of 
goals, as opposed to being careless, unreliable, and hedonistic. Those scoring high on 
Conscientiousness are expected to do well in the work environment but need to be 
careful that their unswerving dedication does not manifest itself in compulsive 
behaviours, such a workaholism, (Costa et al., 1992). Although not a notable 
correlate of stress vulnerability in First Responders'* and emergency work. 
Conscientiousness has been demonstrated to significantly relate to positive changes in 
the wake of a traumatic event (Hoyle, 2000; Tedeschi et al., 1998).
An Integrative Approach to the FFM
To illustrate the efficacy of the FFM a univariate approach is often reported (e.g. 
high levels of Neuroticism are associated with high PTSD symptomatology). 
However, the FFM can also assess the covariation between factors. For example, 
individuals who score low in Neuroticism, high in Extraversion and high in Openness 
to experience, are proposed to rely on deriving strength from adversity as a style of 
coping with threats, and as such may be more resilient to the effects of a traumatic 
event (Watson & Hubbard, 1996). Those scoring high on Neuroticism and low on 
Extraversion, would be expected to use passive and ineffective forms of coping and 
hence be less resilient to trauma as their emotionally stable colleagues. Whereas 
individuals scoring high on both Extraversion and Neuroticism traits may find the 
potentially ineffective coping styles associated with Neuroticism are negated by the 
energy, sociability, and optimism of the extravert.
Research on emergency service populations has examined elements of the FFM 
within a pathogenic framework with relatively consistent results. Thompson and 
Solomon (1991) studied Police body recovery teams and found that officers were 
more introverted and stable (lower Neuroticism) than norms for the general 
population. As discussed earlier, this combination of traits is expected to lead to 
effective forms of coping and, in turn, the potential for PTG. It is also possible that 
this finding reflects a self-selection bias in emergency service professionals.
 ^First responders may generally be defined as the local Police, emergency medical personnel, rescue 
and recovery, security forces, fire-fighters, and the ordinary citizens who are at or near the site of the 
incident.
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On investigating the relationship between personality factors and post-trauma 
outcomes in civilian victims of a fatal air mass trauma, Chung and colleagues (Chung, 
Easthope, Chung, & Clark-Carter, 2000) reported Extraversion to be a reliable 
predictor of the Intrusion factor (unwanted thoughts regarding the event coming to 
mind [intruding] without conscious invitation) of the Impact of Events Scale 
(Horowitz, Wilner, & Alvarez, 1979). Neuroticism was also found to be a good 
predictor of both avoidance behaviour and intrusive thoughts; the higher the level of 
Neuroticism, the higher the level of Intrusion. Their conclusions reiterate those of 
McFarlane (1989) and Thomson and Solomon (Thompson et al., 1991).
McFarlane (1989), in a series of longitudinal studies involving fire-fighters, found a 
past history of treatment for psychological disorders and levels of Neuroticism to be 
the best predictors of post-traumatic morbidity, rather than the nature of the traumatic 
experience (exposure and losses sustained). Hyer et al. (1994) concurred, reporting 
Neuroticism to account for the majority of a variance in PTSD scores in a clinical 
population.
Personality and Post-Traumatic Growth
Positive changes following a traumatic event, referred to as thriving (O’Leary & 
Ickovics, cited in Ickovics & Park, 1998), stress-related growth (Ickovics & Park, 
1998), or post-traumatic growth (PTG) (Tedeschi et al., 1998), is increasingly 
attracting scientific interest. The most consistent finding is a positive correlation 
between personality characteristics such as optimism, hope, extraversion and PTG 
(Tedeschi et al., 1998). Others have found positive relationships between PTG and 
religiousness/spirituality, social support, and experiencing positive life events during 
the same period as the traumatic event (Park, 1998). Positive outcomes following a 
traumatic event for individuals may in turn be positive for their family, the emergency 
service, community, society, and so forth. This possibility does not preclude the 
experience being distressed or traumatised initially, but does acknowledge that the 
event can be a catalyst for positive changes.
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Although not specifically examining first responders or emergency service workers, 
Tedeschi and colleagues (Tedeschi et al., 1998) observed a relationship between PTG 
and scores on the FFM. Extraversion, Agreeableness, Openness, and 
Conscientiousness were all significantly positively correlated with the total PTG 
scores. Extraversion held the strongest relationship with growth. Tedeschi and 
colleagues contend that overcoming life's worst experiences can produce new 
opportunities for individual and social development.
In researching the positive consequences of traumatic incident exposure in the 
context of emergency service populations, James (1988) reported first responders with 
regular exposure as being content in their work. Solomon et al. (1999) concurred, 
claiming positive changes to be endorsed more frequently than the negative ones 
following duty-related exposure to trauma and further suggested that trauma victims 
compartmentalise experience so they do not act as a hindrance to subsequent growth.
Meaning, Religiosity and Resilience
While much of the early research on stress and subsequent coping activity has 
focused on the negative attributes and outcomes of stress, more recent research has 
focused on the development of positive personal meaning that often accompanies 
coping with stress (Fredrickson, 2002; Folkman, 1997). Clinical studies of PTSD 
suggest that the meaning ascribed to a traumatic experience by individuals, families, 
communities, and nations influences the psychological consequences for survivors 
(Gillespie et al., 2002; Ursano, Kao, & Fullerton, 1992). The meaning of a traumatic 
experience to any one person results from the interaction of his or her past history, 
present context, and physiological state. It is important to remember that meaning is 
dynamic, not static: it changes over time as the individual's psychosocial context 
changes. Such alterations can aid or inhibit recovery, even years after a traumatic 
event.
The coping literature is full of examples of the importance of positive meaning and 
when associated with religious beliefs, highlighted the buffering effects of religion 
and spiritual well-being, with regard to the deleterious effects of trauma (Fredrickson, 
2002b; Hoyle, 2000; Pargament, 1997b). Spiritual well-being is defined as
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satisfaction with one’s relationship with a higher being, and one’s sense of meaning 
and purpose in life (Ellison & Smith, 1991). Paloutzian and Ellison (1982) observed 
two dimensions to spiritual wellbeing: a religious component which refers to a sense 
of well-being in relation to some omnipotent being, and a socio-psychological 
component which refers to a sense of life purpose and satisfaction with one’s life.
Religious involvement, beliefs, and practices can be shown to have important 
consequences. Involvement in a religious community may offer the considerable 
benefits of social support and thus aid coping. Religious beliefs may organise one’s 
comprehension of an otherwise chaotic world (Frankl, 1984). Religious practices may 
offer a structure and template to one’s life routines and goals. In particular, being 
raised with a strong sense of religion and ideology can help foster resilience and lead 
to improved mental health (Levin & Chatters, 1998; Pargament, 1997b).
Religion and spirituality as sources of strength and support, have been emphasised as 
effective coping mechanisms over non-religious coping mechanisms (e.g., cognitive 
problem solving) in the amelioration of distress (Pergament, 2002) and for those 
living under oppressive conditions (Hopps, Pinderhughes, & Shankar, 1995). Martin 
and Carlson (1988) convincingly argue for integrating the religious/spiritual 
dimensions in health psychology research into clinical frameworks. They argue that a 
religious lifestyle may be associated with reduced incidence of disease and risk 
factors, as well as improved quality of life. Furthermore, actively disengaging from 
work to focus on other areas of one’s life can help promote a more balanced lifestyle, 
providing greater psychological resiliency (Diddams, Surdyk, & Daniles, 2004). For 
Martin and Carlson, a religious outlook and a relationship with an omnipotent being 
provides reassurance and support in dealing with environmental stressors and risk. 
The views therefore, stress the need to consider the relationship between 
psychological, resilience and the religious variables.
PTSD in Context: Israel
Israel has experienced a history of violence that precedes even the establishment of 
the modem State of Israel, and can sadly be considered a national laboratory for the 
study of the impact of mass trauma and PTSD. Since the beginning of the Al Aqsa
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Intifada that began in September 2000, Israeli and Palestinian citizens of Israel have 
been exposed to extreme ongoing acts of terrorism that exceed any prior threat to 
Israeli civilians. In the 40 months since the beginning of the current troubles 
(between September 2000 and July 2004), Israeli citizens have suffered 22,314 
separate terrorist attacks resulting in 972 fatalities and 6,499 serious injuries (National 
Security Studies Centre Terrorism Database, 2004). Over the same period, Palestinian 
citizens living in the West Bank and Gaza suffered 3,110 fatalities and 13,197 
reported injuries (Palestine Red Crescent Society, 2004)^. In the Israeli population, 
70% of the victims were civilians, and 30 families had lost at least 2 family members 
(National Security Studies Centre Terrorism Database, 2004). Proportional to the size 
of the Israeli population, this is equivalent to approximately fifteen September 1 Iths^. 
By extrapolation of the data available (Central Intelligence Agency, 2004), the 
equivalent for the United States population would be 45,228 fatalities and 302,407 
serious injuries. Similarly, for the Palestinian population, these figures are equivalent 
to 257,421 fatalities and 1,092,343 serious injuries. This situation is on-going, 
occurring almost anywhere, showing no boundaries in terms of attacking civilians and 
children, and are intended to strike fear into the heart of the populations. The fear and 
pain of terrorism have become a part of daily life for Israelis who have been noted in 
past research for their ability to quickly recover after war (Hobfoll, Lomranz, Bridges, 
Eyal, & Tzemach, 1989; Lomranz, Hobfoll, Johnson, & Eyal, 1994), but it is less 
clear how they are withstanding terrorism with its amorphous enemy and seemingly 
endless strategy of threat.
Before presenting further information on the impact of mass traumas on a 
population, it is important to note that for the purpose of this study, the use of the term 
terror or terrorist attack is used operationally to define an attack by a self-proclaimed 
terrorist group. It is not intended as a prejudicial or political bias (Lipton, Ghannam, 
& Beinin, 2003). Terrorism may be defined as “the unlawful use o f force or violence 
against persons or property to intimidate or coerce a government, the civilian
 ^ The figures do not include Palestinian suicide bombers (or other attackers) nor do they include 
Palestinians targeted for assassinations, though bystanders killed during these assassinations are 
counted. IDF soldiers killed during incursions are counted.
® In the September 11*^  attacks, 3600 people were killed and 250 were injured (ICT website: 
http://www.ict.org.il/). The American population is about 270 million, so fatalities represented about 
0.001% of the population. The Israeli population is about 6.5 million, so fatalities associated with the 
El Aqsa Intifada represent 0.015%, or about 15 times the death rate.
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population, or any segment thereof, in furtherance o f political or social objectives" 
(Federal Bureau of Investigation, 1999). Terrorist acts are a form of psychological 
warfare (Huddy, Feldman, Capelos, & Provost, 2002) committed for the purpose of 
communicating a sense of vulnerability and creating disorder for individuals and 
communities, creating the opportunity for a wide variety of psychological, social, and 
physical consequences (Holloway & Benedek, 1999). Frequently, the goal of the 
terrorist group is to damage the sense of integrity, safety, and justice within the 
community on the theory that society will be forced to change (Friedland & Merari, 
1986; Holloway & Fullerton, 1995; Jacobson & Bar-Tal, 1995). Understanding how 
people react to multiple terrorist attacks and such ongoing threat may unfortunately 
become more relevant to other developed countries and is already important for 
several less economically developed countries such as Afghanistan, India, Iraq, and 
Pakistan. It is therefore critical that we learn about the factors that contribute to 
psychological distress and resiliency for those facing ongoing terrorist threat and 
attack.
Few studies have examined the impact of terrorism in nationally representative 
samples. Following September 11*, a number of investigations examined responses 
of residents of New York City and of the American nation as a whole. These studies 
suggest a rather marked impact at the time of the attack for those nearby (Boscarino, 
Galea, Ahem, Resnick, & Vlahov, 2002; Galea et al., 2002; Huddy et al., 2002; 
Schlenger et al., 2002) and modest impact for those geographically distant from the 
attacks (Schlenger et al., 2002; Schuster et al., 2001; Silver, Holman, McIntosh, 
Poulin, & Gil-Rivas, 2002). A more recent study also suggests that initial high levels 
of symptoms subsided substantially within several months (Galea et al., 2003).
In a recent large scale Israeli national survey conducted in 2002 considering the 
effects of prolonged exposure to trauma resulting from terrorism, Bleich, Gelkopf, 
and Solomon (2003) found that 16.4% of the respondents reported having been 
directly exposed to terrorist attack, with substantial levels of depressive mood (58.6%) 
and moderate rates of PTSD (2.7% to 9.4%, depending on the stringency of the 
criteria used) resulting from the Al Aqsa Intifada. Twenty-two percent reported 
having a friend or relative killed or wounded in a terror attack. Participants did not 
report high levels of psychiatric distress (5.3% reported a need for professional help).
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which may be related to a habituation process and to coping mechanisms. It can be 
safely assumed that in the 20 months that have passed since the study was conducted, 
this vast number has grown further. Bleich et al. (2003) concluded that the secondary 
circle of people exposed to violence and bereavement, especially the family members 
and friends of victims, comprises 30% of Israelis. The most prevalent coping 
mechanisms were active information search about loved ones and social support. 
They also noted overall resiliency as evidenced by sustained high levels of sense of 
self-efficacy among the majority of respondents. Considering the nature and length of 
the Israeli traumatic experience, the psychological impact may be considered 
moderate.
Psychological Consequences of Terrorist Attacks
Repeated exposure to traumatic experiences by no means buffers individuals 
physically or mentally to mass traumas. A population study to determine the effects 
of repeated trauma on Israeli communities was conducted in 2001 by Shalev and 
colleagues (Shalev et al., 2004) during the height of hostilities. Two Jerusalem 
suburbs with demographic similarities (largely educated, upper-middle class. 
Orthodox Jewish citizens) were investigated. Contrasting with the similarities, there 
were many fatal and life-threatening roadside shooting incidents in the suburb located 
within the West Bank territories, as compared to the suburb located within Israel’s 
jurisdiction. The rate and severity of trauma exposure was markedly different in the 
two communities, with the suburb located within the West Bank experiencing three 
times as many instances of traumatic exposure as compared to the other suburb over a 
twelve-month period. Rates of PTSD were high and relatively similar in both 
suburbs. Across both communities, the prevalence of PTSD on self-report 
questionnaires was 23%. High rates of PTSD, despite different degrees of direct 
exposure, demonstrate the effect of indirect exposure in situations of ongoing threat.
A prolonged campaign of terrorist attacks therefore, increases the exposure to 
traumatic events and may be demoralising. A field where this is particularly evident 
is in security and emergency response services (Policemen, emergency medical 
technicians, firemen, and medical personnel) where there is documented high risk of 
inducing trauma in the response to scenes of injury and trauma, dead bodies, and
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recovering and identifying human remains (Dalahanty, Dougall, Craig, Jenkins, & 
Baum, 1997; Duckworth, 1986; Hershiser & Quarantelli, 1976; Hyman, 2004; 
McCammon, Durham, Allison, & Williamson, 1988; Miles, Demi, & Mostyn-Aker, 
1984; Thompson et al., 1991; Ursano & McCarroll, 1990). Human remains from a 
disaster event may range from burned, dismembered, or mutilated to relatively intact 
bodies Exposure to violent death is a significant psychological stressor that has the 
potential of creating secondary disaster victims (Jones, 1985) of those who assist in 
recovery work. Emergency workers may be thought of as secondary victims of 
disasters. Although they do not personally experience the physical effects of the 
disaster, they do see the destruction it has produced and experience second-hand the 
losses of others. Secondary traumatic stress differs from PTSD by the mode of 
exposure to the traumatic event. There is clear evidence that a significant percentage 
of rescue, emergency service, and identification services experience PTSD in the short 
term, and that perhaps 10% are affected over longer periods of time (Robinson & 
Mitchell, 1993).
PTSD in Context: ZAKA, an Israeli disaster rescue service
ZAKA is an Israeli voluntary humanitarian organisation that works alongside 
security, military, and emergency services in response to incidents of terrorism, 
accidents or mass traumas. ZAKA is staffed predominantly by male members of 
Israel’s Orthodox Jewish community. It is not however, a religious organisation, and 
can be staffed by men and women from all sectors of society, religious or secular. 
Almost all of ZAKA’s volunteers are married and gainfully employed. Family 
grounding and employment are viewed as positive foundations for stability and a 
support. These characteristics are identified as essential qualities by ZAKA.
Background
ZAKA is a Hebrew acronym of Zihui Korbanot Ason, translated as ‘Identification of 
Victims of Mass trauma’. The organisation began as an ad hoc emergency group on 
6* July 1989, after 25-year old Abd al-Hadi Suleiman Ghneim, of Gaza’s Nuseirat 
camp, commandeered a bus travelling from Tel Aviv to Jerusalem, killing seventeen 
passengers (Palestinian Society for the Study of International Affairs, 2004). 
Religious volunteers from a nearby community rushed to help the victims. They
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subsequently provided assistance in identification of the passengers, many of whom 
were burned beyond recognition. ZAKA developed into a formal organisation in 
1995, in response to an urgent need to professionally coordinate the activities of 
individual volunteers who responded to tragic occurrences in Israel. ZAKA is 
approved as Israel’s official organisation for the recovery of victims of unnatural 
death. ZAKA functions on an exclusively volunteer basis. Their annual operating 
expenses, approximately £1.5 million are raised almost entirely by private donors in 
Israel and abroad.
ZAKA is overseen by a panel of seven ultra-Orthodox rabbis, with a network of 
1200 volunteers allotted to one of six regional divisions in 105 cities across the 
country, all linked by pagers and mobile phones, with rotating on-call responsibilities. 
They are able to respond almost immediately, often arriving first on the scene, 
minutes after an attack, to administer First Aid and treat survivors suffering from 
shock. ZAKA personnel are first and foremost trained medical ‘First Responders’ 
who provide emergency care. Medical attention and support is administered to 
survivors before the attention is directed to dignifying the dead.
Once the wounded have been evacuated and the emergency and security services 
have left, ZAKA volunteers remain at the scene. Their tasks are to meticulously scour 
the site and recover body parts, scrape-up the remains of flesh, and sponge-up blood 
from the pavement and buildings, so that the dead can be buried in full accordance 
with Jewish doctrine. Every piece of tissue is delivered to the Israeli Institute of 
Forensic Medicine for identification. In addition to body parts, personal effects of the 
dead are collected to be photographed and identified. Without going into greater 
detail about the forensic work, any clue from a fingerprint or footprint, to a shred of 
clothing, a piece of jewellery, a small scrap of dental work, a healed fracture, a scar, 
the serial number of an artificial joint, DNA samples, or a tooth fragment might help 
identify a victim. The aim is to identify the victims, match body parts, including 
blood, and to bury a whole body.
International involvement
ZAKA shares its accumulated experience, skills, and professionalism, with 
international emergency rescue teams and governments. Volunteers are also located in
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sites around the world to provide emergency guidance on handling multiple victim 
mass traumas. ZAKA was involved in the rescue efforts following the September 11* 
attack on the World Trade Centre, and in the recovery of the remains of the Columbia 
Space Shuttle. In recognition of their services, ZAKA have received numerous 
awards and citations from many national and international bodies, and were selected 
by the United Nations as the Volunteer Organisation of the Year in 2001.
Duties
In the media, ZAKA volunteers are best known in Israel for undertaking the bleak 
duty of recovering the corpses and body parts of fatal casualties of terror attacks for 
identification and burial (Associated Press, 2002; Friedman, 2003; Hockstader, 2002). 
The Chessed Shel Emet division -  translated as ‘true benevolence’ -  attends to the 
fatalities from these incidents. Volunteers gather the remains of bodies, identify 
victims, and body parts; and prepare for burial as much of a victim’s body, tissue, and 
blood, as possible. Rabbi Yehuda Meshi-Zahav, ZAKA’s national director and 
founder notes, “JVe attend to all the victims at a scene, Jews and non-Jews alike... We 
acknowledge that it is hard; however we believe that the dead must be treated in a 
respectable manner. I f  not, there will be no respect for the livingl’ (Y. Meshi-Zahav, 
personal communication, 26 March 2004).
Other ZAKA divisions include Hatzalah Mehira (‘rapid/first response’), an 
emergency response squad of volunteers on motorcycles, responding to road traffic 
accidents and fires, arriving at the scene of incidents to administer emergency First 
Aid until the arrival of ambulances. The Itur Ve Chilutz division (‘search and rescue’) 
specialises in the rescue of people at the scene of a tragedy, for example those trapped 
in cars and buildings. Further multifaceted duties include attending to the aftermath 
of murders and suicides, as well as the terrorist attacks; the mobilising and training of 
volunteers; coordination of mass trauma preparedness with the army, police and 
emergency services; the search for missing persons; and support and assistance to 
families of victims. They are organised into six divisions throughout Israel, with 
regional headquarters in the far south, the West Bank, the Tel Aviv area, Jerusalem, 
the northern coast and the southern coast.
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Religious Orientation
Jewish law regards the human body as holy, placing great importance on treating the 
deceased with utmost dignity, the body being G-d’s creation and the soul’s dwelling 
place. According to Jewish tradition, a person’s soul resides in his blood (“for the 
soul of the flesh is in the blood”, Leviticus 17:11), therefore the body must be buried, 
preferably within 24 hours of death, and it would be disrespectful to leave behind any 
body part, including blood. Identification and proper burial of human flesh is a sacred 
task at the core of the Jewish religious doctrine. The Torah (the Jewish body of 
sacred writings and teachings) applies the axiom ‘Chessed Shel Emet’, ‘true 
benevolence’, for the act of caring for the deceased. Of all benevolent acts that a 
person can perform, caring for the dead is considered almost pure altruism, for the 
beneficiary cannot repay the deed (True Kindness, n.d.). Preparing the deceased for 
burial by the Chevra Kadisha (Burial Society) is a difficult duty, even in normal 
conditions, and is further exacerbated under the extreme environment of a terrorist 
attack or a violent accident (True kindness, 2004).
Motivation
“ZAKA volunteers attribute their faith in Judaism as the dominant motivation for  
joining, and it is this faith that gives them the strength to persevere. The 
commandment to bury the dead is one o f the most central in Jewish law"' (Y. Meshi- 
Zahav, personal communication, 26 March 2004), and fulfilling the Jewish principle 
of ‘honouring the dead’ and the sanctity of Jewish burial, is the principal motivation 
for many volunteers. According to Ben-Zion Oiring, a founding member of ZAKA 
and the Jerusalem Branch Manager, “our main motivation is the chance to save the 
lives o f innocent terror victims’’ (B. Oiring, personal communication, 19 October
2003). For some, it is a way of fulfilling their duty to the State, in lieu of 
conscription, whilst others may have directly witnessed a terrorist attacks or lost 
friends or family, and therefore join to make a contribution and ease their burden of 
helplessness in the face of the harsh Israeli reality (Friedman, 2003).
Risk
ZAKA volunteers are exposed to both physical and psychological risk hazards. 
There have been incidences of double suicide bombings where rescuers have been 
killed at the scene of a terror attack, after the detonation of a second bomb. Rescuers
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have been taken hostage, and two have been killed. Psychological trauma however, is 
far more common. ZAKA volunteers are routinely confronted by amputations, burnt 
limbs, headless infants still strapped in their prams, flesh hanging in trees, etc. They 
are also subjected to the maladaptive reactions of victims’ families. The volunteers 
are trained to provide on-scene physical and psychological support. However, their 
own coping abilities are affected and ZAKA volunteers often have difficulty relating 
to their families after an event, reportedly exhibiting dysfimctional behaviours and 
becoming socially withdrawn from the family.
Training and Support
ZAKA’s volunteers currently number over 1200, of which approximately 75% have 
completed the rigorous screening and training process. Each volunteer receives a 
minimum of 88 hours of specialist training in first aid and emergency rescue, covering 
everything from the shock of arriving at the bloody scene of a suicide bombing to 
working with the survivors and the victims’ families. A more specialised Medical 
First Responder skills course requires a further 120 hours of instruction. ZAKA 
training also includes a demanding three-month Forensics programme including 
rigorous psychological screening. On average 60% of applicants fail. Coursework 
consists of body identification, forensics, DNA technology, finger printing and site 
management (a fundamental skill in order to minimize disruption to the evidence). 
Many also have special training with the IDF (Israeli Defence Force) for treating 
biological and chemical incidents. All volunteers attend mandatory courses, learning 
in detail the Jewish ethical laws surrounding the handling of human remains. Only 
20% of those who pass the three courses, including First Aid, Forensics, and Jewish 
ethics training, remain ZAKA volunteers after the first 10 incidents they attend.
When ZAKA was first established, volunteers’ spouses found it difficult to cope and 
support their husbands; many asked their husbands to give up the work. In 
collaboration with NATAL (Israel Trauma Centre for Victims of Terror and War), 
ZAKA developed a counselling programme for volunteers. The majority of the 
volunteers have had a traditional Orthodox Jewish upbringing bound by Israeli 
machismo and were therefore hesitant to seek psychological input, apprehensive of 
shame and exclusion by their colleagues (Y. Meshi-Zahav, personal communication, 
26 March 2004). The programme was adapted to offer periodic workshops, facilitated
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by a Clinical Psychologist, enabling the volunteers to share their experiences and 
acknowledge their coping difficulties. In addition, professional psychological 
counselling is available at all times. There is also a support group for volunteers’ 
wives, hosting an annual national conference, as well as smaller regional gatherings 
throughout the year. ZAKA also holds two annual family ‘fun days’, where volunteers 
and their families can relax and escape the unpleasant realities of their duties.
PTSD and Resilience in Emergency Response Teams and Body Handlers
Traumatic exposure is an occupational hazard in this population (Cervantes, 1988; 
Floren, 2000; Marmar, Weiss, Metzler, Ronfeldt, & Foreman, 1996; Miles et al., 
1984; North et al., 2002; Taylor & Frazer, 1982; Thompson et al., 1991; Weiss et al., 
1995). In a study by McCarroll, Ursano, Wright and Fullerton (1993b), on-site 
observations and interviews with individuals who worked with dead bodies to 
determine significant stressors and how workers coped with them was undertaken. 
Data was collected from the following three major disasters: the 1985 Gander 
Newfoundland air crash (256 fatalities); the turret explosion on board the USS Iowa in 
1989 (47 fatalities), and the 1989 United Airlines Flight 232 crash in Iowa (112 
fatalities). Participants were asked to describe the nature of their jobs, their 
experiences, and the observations of the stresses of handling human remains.
The first stressful period for many emergency response workers was before exposure 
to the dead (McCarroll et al., 1993b). Anticipating how one may react to seeing the 
dead, lack of information regarding what one will be facing, fearing one’s own 
reaction to the bodies and concerns about the ability to cope, were common stressors 
during this period. During this stage, social and professional support was reported to 
be essential (McCarroll et al., 1993b). Once emergency workers arrive on the scene, 
direct exposure to the bodies was considered to be stressful and traumatising 
(McCarroll et al., 1993b). Ursano and McCarroll (1990) describe extreme sensory 
overload associated with handling dead bodies and body parts, emotional involvement 
or identification with the dead; and handling children's bodies ( '^'Believe me it is all 
terrible, every single incident...but the most difficult? The children”; M. Bloch, 
personal communication. May 2003) most stressful. The death of a child has been 
noted to be particularly distressing for disaster workers, generally leaving few
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unmoved. Body handlers report that the smell is usually described as the most 
troublesome (McCarroll, Ursano, Fullerton, & Lundry, 1993a).
With reference to emotional involvement with the deceased, body handlers may try 
to distance themselves psychologically from the bodies and reframe them as a job 
rather than as a human being, utilising an over-intellectualised approach to maintain 
their emotional defences (Ursano et al., 1990). Avoiding looking at faces of victims 
was also reported in managing the stress of direct exposure (McCarroll et al., 1993a). 
Further commonly reported strategies for coping in mass trauma environments 
includes gallows humour (Jones, 1985) and adopting a stereotypically masculine 
attitude (McCarroll et al., 1993b). Such approaches however, may inhibit the 
appropriate expression of grief and stress and seeking suitable social support. Critical 
to preventing trauma in body handlers is social support from workgroup and family 
members (Hyman, 2004; Kaniasty & Norris, 1993; Kaniasty & Norris, 2001; Lee & 
Robbins, 1998; Norris et al., 1996). In McCarroll et al.’s (1993b) study, workers 
reported that care and sensitivity from their families and primary support group were 
very important.
In a more recent study by North et al. (2002), psychiatric disorders were studied in a 
volunteer group of 181 fire-fighters who served as rescue/recovery workers following 
the 1995 Oklahoma City bombing. Psychopathologies of male rescue workers were 
compared with those of male primary victims who had been in direct proximity to the 
bombing of the Federal building. Prevalence of PTSD related to the bombing was 
significantly lower in rescue workers (13%) than in primary victims (23%). Although 
not found universally (Ursano, Fullerton, Kao, & Bhartiya, 1995a), rescue worker 
resilience and well-being as compared to primary victims have been identified 
following mass traumas (Weiss et al., 1995; Duckworth, 1986).
Hyman’s recently published doctoral dissertation (Hyman, 2004), examined 
secondary traumatic stress in disaster workers in Israel. Although the study is based 
on interviews held before the ongoing A1 Aqsa Intifada, its contents shed light on the 
psychopathological reaction of Israeli rescue workers exposed to suicide attacks 
during the early and mid-1990s. However, as the study relates mainly to events that 
occurred before the present level of violence and the high frequency of suicide
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bombings to which Israeli first responder crews are now exposed, new, updated 
findings might be expected to differ considerably. The study was conducted in 
collaboration with the Israeli Police Forensic Identification Unit, with data collected 
in March and April 1999. Only forensic technicians who participated in terrorist 
attack sites were included in the study (n = 90). The study measured three central 
PTSD symptoms: intrusion and avoidance (Impact of Events Scale; Horowitz et al., 
1979), and general psychological distress (General Health Questionnaire - Twelve 
Items; Goldberg & Williams, 1988). Hyman concluded that avoidance symptoms 
from traumatic experiences were higher in Israelis, as compared to foreign disaster 
workers, whilst levels of psychological distress were lower in Israelis in comparison 
to foreign disaster workers. Participants who reported severe prior work-related 
trauma attained higher levels of current PTSD symptoms, compared to lesser 
experiences. Furthermore, there was no significant difference in the level of PTSD 
symptoms between participants reporting prior severe combat experience and those 
with less significant combat experience (all combat experiences in those measured 
were at least 5 years prior, whereas work-related trauma experiences were more 
recent). One finding that might indicate subsequent development of PTSD was the 
distinctive relationship between the number of times respondents had participated in 
disaster relief work and the severity of PTSD symptoms.
The post-trauma environment has been shown to be perhaps the most important 
predictor of chronicity (Brewin et al., 2000). If an adverse environment can increase 
risk of PTSD following a major incident, it is possible that enhanced post-trauma 
support or other interventions can reduce risk (i.e. promote resilience). In the 
immediate post-incident period, the provision for supportive help of a basic practical 
nature may be the most important at this stage. Formal psychological debriefing, 
consisting of discussion of the traumatic experience, education about normative 
reactions and effective coping mechanisms, and identification of at-risk individuals, 
may not prevent subsequent psychopathology or may result in poorer outcomes 
(Chemtob, 1997; Deahl, Gillham, Thomas, Searle, & Srinvasan, 1994; Kennardy et 
al., 1996; Shalev, 1995). Psychological debriefing is therefore not recommended for 
victims of mass trauma (Rose, Bisson, & Wessely, 2003). Cognitive-behavioural 
therapy and pharmacotherapy have not been assessed in randomised controlled trials 
of acute stress following mass trauma, but result from studies of road traffic accident
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victims, rape survivors, and war aftermath, suggest that CBT is an effective treatment 
for acute stress disorder (Bryant, Harvey, Dang, Sackville, & Hasten, 1998; Ehlers et 
ah, 2000; Foa, Hearst-Ikeda, & Perry, 1995; Gillespie et ah, 2002).
Mitchell (1993) advocated the use of Critical Incident Stress Debriefing (CISD) as a 
method of preventing emergency staff burn-out and stress reaction. A critical incident 
is any situation faced by first responders that causes them to experience unusually 
strong emotional reactions which have the potential to interfere with their ability to 
function either at the scene or later (Mitchell & Everly, 1993). Mitchell (1993) noted 
that a mental health professional should be available to provide support to helpers. 
Their role is one of facilitator to allow the first responder themselves to dictate their 
needs. Debriefing should occur within a few hours of the incident. The aim is to 
create a supportive and positive atmosphere in which initial concerns and reactions 
can be voiced. Attendance must be mandatory (Robinson et al., 1993). Mitchell 
believes that during the first 24 hours following the traumatic incident, first 
responders tend to intellectualise their reactions as they reassure themselves that 
procedures were correctly adhered to. He observes that this period is followed by a 
decrease in cognitive activity and this allows intense feelings to surface. He believes 
that CISD should be mandatory for all personnel. A particular difficulty for ZAKA 
volunteers is that they may have faced multiple stressors -  there being no one incident 
to debrief from. This being the case, a ‘multiple stressor debriefing model’ may be 
used (Armstrong, O'Callaghan, & Marmar, 1991).
Although widely used and popular, critical incident debriefing after trauma has not 
been demonstrated to be efficacious in preventing posttraumatic psychopathology 
such as posttraumatic stress disorder (Ursano, Fullerton, & Norwood, 1995a). For 
established PTSD, the efficacy of single-session critical incident stress debriefing has 
no preventative effect and may be harmful (Ballenger et al., 2004; Bisson, Jenkins, 
Alwxander, & Bannister, 1997; Deahl et al., 1994; Hobbs, Mayou, Harrison, & 
Worlock, 1996; Kennardy et al., 1996; Mayou, Ehlers, & Hobbs, 2000; Raphael, 
Meldrum, & McFarlane, 1995). Following the Oklahoma City bombing, the Federal 
Emergency Management Agency funded critical incidents stress management services 
for rescue workers. Despite extensive and well-planned debriefing and longer term 
disaster mental health service interventions, this did not adequately address the
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responders longer term needs as was made evident by the 22% increase in 
compensation claims in part relating to injuries sustained during the rescue and 
recovery operation, an increase in drug reliance, divorce rates, and suicide rates 
(American Psychological Association, 1997).
CISD however, is not a designed to be a stand-alone intervention, rather the 
intervention should be multifaceted, representing one component within a larger crisis 
intervention programme as described by Everly and Mitchell (1999). Debriefing in 
the post-traumatic period has also been emphasised as important, based on the general 
impression that it is well received by victims; some studies have provided subjective 
reports of victims finding it helpful. Shalev provides a thoughtful review of this 
popular approach and its origins within the military (Shalev, 1995). Few follow-up 
studies have been performed following disasters that could provide a model for 
understanding what might happen after terrorist incidents. One study, which used the 
Impact of Events Scale on follow-up, suggested that less psychopathology occurred 
following debriefing (Chemtob, 1997; Raphael, Meldrum, & McFarlane, 1995).
Crisis intervention is not a form of therapy, nor a substitute for treatment, rather it 
assesses the need for continued care, and facilitates the next level of care where 
appropriate for a person in crisis. First responders need to feel valued for the work 
they have done and given space to work through their feelings if they are to continue 
to work to their maximum potential and sustain relationships at work and at home. 
Their emotional rehabilitation is an integral part of the future pattern for their personal 
and professional lives. If handled correctly, it can mean that the incident will enhance 
their resilience and future performance. If it is handled negatively, they may not 
perform to their potential and may be at risk of PTSD.
The intention of this research is to study the impact of traumatic incidents, such as 
mass causality scenes, on ZAKA, an Israeli specialised emergency first responder 
cohort. Suicide bombings and other terror attacks within Israel have shaped the 
country’s emergency first responders into world leaders in multi-casualty mass trauma 
management (Silversides, 2003). There are special issues that occur when studying 
trauma and its consequences in first responders and body handlers. To be effective in 
the understanding of trauma in ZAKA volunteers, and to successfully understand a
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potential model of resilience, it is essential to understand the inherent culture, the 
societal perceptions and attributions, and unique pressures on this population 
associated with responding to traumatic incidents and recovering dead bodies. A 
parallel aim is to investigate the influence of personality on the development and 
expression of PTSD, and theoretical and conceptual perspectives on the role of 
personality traits in the aetiology of the disorder. The implications for clinical 
practice, policy, and training aimed at developing psychological resilience in 
emergency first responders and body handlers will be discussed.
Hypothesis
Formulated from the review of literature, the following hypotheses were proposed: 
Hypothesis 1: Traumatic symptoms and general well-being are dependent on ego 
resilience and personality characteristics.
Hypothesis 2: Individuals holding by religious ideals and a sense of religious duty are 
more resilient to traumatic experiences (traumatic symptoms and general well-being 
are dependent on religiosity).
Hypothesis 3: Previous exposure to disaster incidents results in greater resilience 
(traumatic symptoms and general well-being are dependent on time served with 
ZAKA, time proximity to previous incident and army service).
Hypothesis 4: Idiosyncratic differences (including demographics such as age, 
employment, education, geographic region) do not account for resiliency.
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METHOD
Participants
The study was conducted with Israeli ZAKA volunteers, whose work consists of 
responding to incidents of terrorism, accidents or disasters, administering First Aid 
and identifying and recovering the victims. Such work involves frequent exposure to 
severe physical injuries, mutilations, and handling of human remains, as well as 
exposure to further personal risk of physical harm through secondary incendiary 
devices, sniper fire, or being taken hostage.
At the time data for the study was collected (5* May 2004 -  6^  ^June 2004), ZAKA 
had a total of 829 trained volunteers from the six geographic regions throughout Israel 
(with regional headquarters in the far South, the West Bank, the Tel-Aviv area, 
Jerusalem, the Northern Coast and the Southern Coast), incorporating volunteers from 
all ZAKA services (True Benevolence, Search & Rescue, First Response, 
administration and logistical services). Volunteers are registered to specific regions 
depending on where they live or work, however due to the unpredictable nature of 
their work, volunteers respond to incidents based on demand and geographic 
proximity to the incident. Similarly, some volunteers may have received more 
specialised training in Search & Rescue or First Response; however they attend all 
other incidents dependent on geographic proximity and demand for human resources.
Of the 829 postal questionnaire distributed, 37.6% {N = 312) were returned in the 
period assigned for data collection. Eleven of the returned questionnaires were 
spoiled and discarded from the final data analysis, resulting in a final valid sample of 
301 participants. A further five (1.5%) questionnaires were returned by the postal 
service due to unknown addresses, all of which were addressed to settlements within 
the Occupied Territories.
All the ZAKA volunteers participating in the research were male, of whom 99% (N 
= 298) were active in ZAKA field work, and 1% (N = 3) were involved in 
administrative and logistical duties. The mean age of the volunteers was 40.03 (10.25 
s.d.), with the youngest aged 23 and oldest aged 72 years. 98.3% were married (the
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remaining 1.3% included 1 divorcee, 1 bachelor, and 2 volunteers who were 
engaged).
Procedure
ZAKA administrators provided labelled envelopes pre-printed with the volunteers’ 
personal contact details. For confidentiality purposes, these envelopes remained at the 
ZAKA headquarters in Jerusalem until the materials were prepared for postal 
distribution. The materials distributed to ZAKA volunteers included a questionnaire, 
a supporting covering letter (Appendix A) from the national director explaining the 
purpose of the study, and a prepaid return envelope. Participation in the study was 
strictly on a voluntary basis. Questionnaires were completed anonymously and 
retuned to the ZAKA headquarters independently. There was no time limit for the 
volunteers to answer all questions.
All data collected during the process of the research, either from the formal 
questionnaires or informal discussions with ZAKA volunteers, was kept strictly 
confidential. The questionnaires remained anonymous in that they did not ask for 
identifying personal information. Consent was request by means of a ’tick-box’ to 
maintain this anonymity. The returned questionnaire were stored in sealed envelopes 
in a locked secure space at ZAKA headquarters until they were collected for data 
entry and analysis (approximately one month after distribution) by the principal 
researcher.
With regards to identifying individuals at risk, volunteers were provided with 
information for contacting NATAL (Israel Trauma Centre for Victims of War and 
Terror) should the research raise any personal issues, concerns or anxieties with 
regards to their field work. A referral system was in previously set-up NATAL, for 
ZAKA volunteers to receive regular psychological training and counselling. In the 
process of designing the research project, the rationale, hypothesis, and potential 
emotive issues were discussed with NATAL’s Director of Clinical Services.
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Instruments
A questionnaire battery (see Appendix B) investigating measures of personality, trait 
resilience, severity of PTSD symptomatology, and general psychiatric 
symptomatology was constructed using standardised assessment tools. Additional 
demographic items and history of exposure to traumatic incidents were included.
Severity of PTSD
The Revised Impact of Events Scale (RIES) (Weiss & Marmar, 1997) is a self-report 
inventory used to measure symptoms of PTSD over the past seven days. Volunteers 
are asked to rate each item in the RIES on a Likert scale ranging between 0 {not at 
all), 1 (a little bit), 2 {moderately), 3 {quite a bit) and 4 {extremely). The original 
Impact of Events Scale (lES), measured cognitive responses to traumatic events: 
Intrusion (7 items; i.e., troubled dreams and reminders brought back feelings about it), 
and Avoidance symptoms (8 items; i.e., emotional numbness and removing it from 
memory) (Horowitz et al., 1979). The scale was revised in 1995 to incorporate seven 
items assessing hyperarousal symptoms (i.e., trouble concentrating and easily 
startled). The RIES has been reported to have high internal consistency for the three 
subscales, with Intrusion a ranging from .87 to .92, Avoidance a ranging from .84 to 
.86, and Hyperarousal a ranging from .79 to .90 (Marmar et al., 1996; Weiss et al.,
1995). In both the original and revised versions of the Impact of Events Scale, the 
measure provides an excellent approach to acquiring an appreciation of the distress of 
the respondents, and has shown high reliability and validity. This measure has been 
used to identify distress in a wide variety of populations, including Israeli populations 
(Bryant & Harvey, 1996; Chrestman, 1995; Hyman, 2004; Solomon et al., 1999; 
Ursano et al., 1995b), however there has been no agreement about what level of 
distress qualifies a respondent for a diagnosis of PTSD (Wilson & Keane, 1997). 
Therefore higher scores on each sub-scale indicate higher rates of avoidance, 
intrusions, or hyperarousal, with such higher scores representing relatively more 
dysfunction. This measure will be used to identify differences between respondents 
with regard to the level of distress reported.
For a descriptive backward comparison with scores from the lES, it is possible to use 
the Avoidance and Intrusion subscales individually, weighting them according to the
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4-point scale ranging between not at all (0), rarely (1), sometimes (3), and often (5) .^ 
Scores of <9 on the individual subscales are regarded to be within low range; 9>19 in 
the medium range, and 20+ as in the high range (Hyman, 2004). These weighted 
scores can be used for descriptive purposes only as there is no published 
authentication of this methodology at the time of writing.
General Psychiatric Symptomatology
The General Health Questionnaire, 28 items (GHQ-28) (Goldberg et al., 1988), was 
used as a brief screener to identify general well being. The GHQ-28 is a widely used, 
self-report instrument for detecting psychological distress associated with acute 
problems. Factor analysis demonstrated four robust factors with acceptable 
psychometric properties: somatic symptoms; anxiety and insomnia; social
dysfunction; and severe depression. The GHQ-28 is a widely used instrument for 
detecting non-psychotic psychiatric “cases”, whether in the general population or in a 
clinical setting, and has been adapted for use in trauma settings in different cultures 
and settings with satisfactory validity and reliability. The 28 items yield high internal 
consistency, with reported a ranging from 0.82 to 0.93; reliability coefficients as high 
as 0.90 have also been reported (Goldberg et al., 1988).
The GHQ-28 is a pure state measure, responding to how much a participant feels that 
their present state “over the past few weeks” is unlike their usual state. It does not 
make clinical diagnoses and should not be used to measure long-standing attributes. 
The GHQ focuses on the participant’s ability to carry out “normal” functions and the 
appearance of any new disturbing phenomena. Volunteers rated themselves on a 4- 
point Likert severity scale according to how they had recently experienced the GHQ 
items: better than usual, same as usual, worse than usual, or much worse than 
usual. Two scoring methods were employed to assess both symptomatology and 
severity. For severity, the Likert scoring method (0-1-2-3) was used to assign values 
of 0 {better than usual) to 3 {much worse than usual) with higher scores representing 
relatively more severity. For symptomatology, the GHQ bimodal response method
 ^The maximum score for the IBS subscales are Avoidance = 40, Intrusion -  35. The maximum score 
for the same subscales on the RIES are Avoidance = 32, Intrusion = 28. For the subscales therefore, 
the RIES scores were weighted by 0.80, being the difference between the RIES and lES. The final
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was used (0-0-1-1) was used to assess pathological deviations from normal, with 
scores of 4/5 for case identification (Goldberg et al., 1988).
Measures o f Personality 
The Revised NEO Personality Inventory (NEO-PI-R), a widely accepted measure of 
personality developed by Paul Costa and Robert McCrae (1997), assesses personality 
in terms of Neuroticism (N), Extraversion (E), Openness to Experience (O), 
Agreeableness (A), and Conscientiousness (C). The NEO-FFI is a brief 60 question 
subset of the full 240 question NEO-PI-R (Costa et al., 1992). The NEO-PI-R’s 
additional length allows for more precise measurement and better false answer 
detection. The NEO-FFI was chosen because of its relatively short length and ease of 
scoring and interpretation. The five personality factors may be described in the 
following way:
1. Extraversion is the factor that describes people who are rated by their peers as 
“sociable, fun-loving, affectionate, friendly, and talkative” (McCrae & Costa, 1987).
2. People high in Agreeableness are forgiving, lenient, sympathetic, agreeable, and 
soft-hearted, according to peer ratings (McCrae et al., 1987). Peers describe those low 
in Agreeableness in more negative terms: ruthless, uncooperative, suspicious, and 
stingy.
3. Peers describe people high in Conscientiousness as careful, well organized, 
punctual, ambitious, and persevering (Costa & McCrae, 1997). Conscientiousness 
“includes both proactive (hardworking, ambitious) and inhibitive (dutiful, scrupulous) 
aspects” (McCrae & Costa, 1989, p. 116).
4. People who score high on Neuroticism typically report negative emotions such as 
worry, insecurity, self-consciousness, and tempermentalness (McCrae et al., 1987).
5. The final factor in this model is Openness to Experience. Adjectives from lexical 
studies that describe this factor include “original, imaginative, broad interests, and 
daring” (McCrae et al., 1987, p.87).
Volunteers respond on a Likert scale from Strongly Disagree to Strongly Agree. 
Raw scores for the NEO-FFI are converted to T-scores, representing a scalar measure 
of relative strength of the five personality characteristics. T scores range from 25 on 
the very low end, to 75 on the very high end. The authors report that the NEO-FFI 
five factors correlate well with the domains of the NEO-PI-R, 0.92, 0.90, 0.91, 0.77
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and 0.87 for N, E, 0, A and C respectively. Internal consistency has been estimated to 
be 0.86, 0.77, 0.73, 0.68 and 0.81 for N, E, 0, A and C respectively. The NEO-FFI 
correlates adequately with spouse and peer reports demonstrating good convergent 
and discriminant validity. In an assessment of the stability of the constructs measured 
by the NEO over long periods of time, Soldz and Vaillant (2004) reported that for 163 
men followed over a 45-year period, measures of Neuroticism, Extraversion, and 
Openness, assessed at the conclusion of college and then again 45 years later (the 
latter assessment done with the NEO-PI), significantly correlated with one another.
The NEO-FFI has been widely used in PTSD research (Hyer et al., 1994; McCrae & 
Costa, 1997; Park, 1998), and has had more intercultural research conducted than 
most commercial personality tests. Furthermore, research indicates the NEO-FFI 
traits have been linked to resilience (Block et al., 1996).
Trait Resilience
The Ego Resilience Scale was developed in 1965 by Jack Block to identify the pure 
ego-resilience^ qualities of personality (Block et al., 1980), that is, psychological 
resilience. The most recent version of the Ego Resiliency Scale (ER89) (Block et al.,
1996) consists of 14 items, each responded to on a 4-point Likert scale (1 - does not 
apply at all, 4 - applies very strongly). Sample items include “I quickly get over and 
recover from being startled,” and “I enjoy dealing with new and unusual situations.”
The meaning, measurement, and validity of the ego-resiliency construct offered by 
Block and Block (1980) found strong connections between resiliency and the ability 
to function effectively in a broad range of life experiences. They further identified the 
items that were most characteristic of the resiliency criteria defined by Block and 
colleagues (1991). The coefficient a reliability as reported by Block et al. (1996) was 
.76, a relatively high reliability for a brief inventory scale.
Using the ER89, the basic purpose of measuring resiliency is to determine whether a 
person has high resiliency or low resiliency (Klohnen, 1996). Block and Block (1980)
* Phenomenologically, ego-resilience implies that the ego system is functioning well, and the external 
surround is secure, the individual is zestful about life, experiences a sense of coherence and self­
esteem. Conversely, incoherence and an absence of self-esteem are subjective signs to the individual 
that the ego system is faltering and implying ego-brittleness.
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note that at the high extreme of resiliency a person is resourceful and adaptive to 
changing circumstances, analytical for finding the best fit between situational 
demands and behavioural possibilities, and flexible with problem-solving strategies. 
At the other end of the continuum, ego brittleness is characterised by someone who 
has an inability to respond to changing demands or becomes disorganised when 
confronted with changes and\or stress. Recent attempts have been made to understand 
the processes underlying resilience specifically within a trauma framework (Clarke & 
Clarke, 2003; Fredrickson et al., 2003; King et al., 1998; North et al., 2002).
Religiosity
Being raised with a strong sense of religion and ideology can help foster resilience to 
adverse life events (Frankl, 1984; Fredrickson, 2002). The effects of religion, 
however, may be so diverse, and may be dependent on the specific religion, the 
specific outcome being measured, and most importantly the context (Funder, 2002). 
Although a self-rating Jewish religiosity questionnaire exists (Ben-Meir & Kedem, 
1979), it was not viewed as a culturally appropriate tool to assess religiosity for this 
cohort. The Ben-Meir and Kedem (1979) questionnaire attempts to assess religiosity 
through identifying which religious group and individual affiliates with. This would 
fail to identify a degree of religious ideals and observance. The questionnaire was 
also noted by the supervising Rabbis to be too secular in its construct and would 
jeopardise participation in the study.
A questionnaire item to assess religiosity specifically for this predominantly Jewish 
Orthodox cohort, was therefore develop by the principal researcher, research assistant 
and two independent collaborating Rabbis. The measure was approved by ZAKA’s 
supervising Rabbinate (including the retired Israeli Chief Rabbi) as an appropriate 
tool for measuring religiosity for a relatively homogenously religious cohort. The 
measure consisted of two scenarios containing a religious dilemma. The participants 
are requested to respond on their ability to reconcile the dilemmas based on a 6-point 
Likert scale of adherence to stringent religious ideals (0 -  not stringent at all, 5 -  
Extremely stringent). The reliability of this item was not tested (acknowledgement of 
limitations addressed in Limitations and Further Research sections).
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Additional Items
The questionnaire contained general demographic items including age, marital 
status, education (scaled), and employment status. Four further items were included, 
designed to identify the occurrence and measure of prior exposure to traumatic 
incidents and risk of proximity to future incidents. ZAKA volunteers were asked to 
record whether they had served in the Israeli Defence Forces (IDF); how long since 
they most recently attended an incident; their type of involvement and duties with 
ZAKA (i.e. administrative, logistics, fieldwork, search & rescue); how long they have 
served with ZAKA, and the geographic area they served with ZAKA.
Open ended questions were requested specifically by ZAKA and will be 
incorporated in an explanatory way in the analysis. The data from the open ended 
questions will be stored for potential future qualitative analysis using Interpretative 
Phenomenological Analysis (IPA) (Smith, Jarman, & Osborn, 1999). The open ended 
questions addressed ZAKA volunteers motivation for joining the organisation; 
investigate the positive impact of volunteering for ZAKA; investigate the negative 
impact of volunteering for ZAKA; address the impact of the volunteer’s work for 
ZAKA on the family (both micro and macro), and investigate volunteer’s expectations 
and preparations prior to attending an incident. Reliability and validity of these 
questions were not tested.
An optional personalised ‘code’ was requested from volunteers as form of 
identification for potential future investigation of the same participant group. This did 
not affect confidentiality in that it by no means identified an individual, rather it may 
be used to locate a data set for potential correlational investigations.
Translation of Instruments
The questionnaire and covering letter were administered in Hebrew (Appendix C). 
Previously translated validated version of the GHQ-28 was obtained from the Bar-Ilan 
University library, and the NEO-FFI from the author (Dr. Yitzchak Montag, retired). 
The RIES and the ER89, the additional items as noted above, and the demographic 
items, were translated into Hebrew by the research assistant and a lay-person with 
field experience of trauma to avoid biases of prior knowledge and familiarity with the
242
Major Research Project
questionnaire tools. The questionnaire was then independently translated back into 
English by the principal researcher and a lay-person, both fluent in English and 
Hebrew. The questionnaires were reverse translated to adjust and correct for any 
inaccuracies in content validity in the original translation from English to Hebrew. 
The final questionnaire was reviewed by the Rabbinical Head of ZAKA and the 
Director of ZAKA, as well as two additional ZAKA executives who were familiar 
with the Orthodox and ZAKA subcultures. Final adjustments to the translation and 
content were made accordingly. Reliability and validity of the complete questionnaire 
was not tested.
It is important to stress the significance of accurate interpretation of language and 
personal perception of psychopathological conditions (Westermeyer, 1990). Certain 
terms and phrases may have particular cognitive meaning, specific connotations, or 
symbolic meaning attached. In order to maintain the cross-cultural diagnostic 
reliability of standardised psychometrics, translation of such terms and phrases is 
viable (Westermeyer, 1987) if valid methods are undertaken (e.g. backward 
translation) (Ben-Porath, Ahnagor, Hoffman-Chemi, & Tellegen, 1995). Failing this, 
there is a significant risk of error (Westermeyer, 1987).
Data Analyses
This research utilised a multiple group design where each individual participant 
represented a group of independent variables and a single dependent variable with 
multiple levels. Independent variables consisted of each of the five NEO-FFI T-scores 
and ego resilience. Multivariate modelling of personality, PTSD symptomatology, 
general well-being, and resilience factors will be presented.
Dependent variables against the independent variables were examined in various 
combinations to compare the resilience styles versus personality types and exposure 
levels. In order to test for significant differences in the different permutations of 
grouping variables, two types of analyses were employed: T-tests to evaluate groups 
of two categories: gender, army experience, etc, and ANOVAs to evaluate groups of 
three or more categories; correlation design for continuous variables. Multiple 
regression analysis was used to determine whether and to what extent a measurable
243
Major Research Project
multiple correlation exists between general mental health, post-traumatic stress 
symptomatology, personality factors, ego resilience, and religiosity as predictor 
variables (independent variables) and post-traumatic stress symptomatology and 
general well-being as an outcome variables (dependent variables) as influenced by the 
predictor variables. Variables were analysed for normal distribution through 
Skewness and Kurtosis calculations (Table 12, Appendix E).
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RESULTS
Hypothesis 1: Traumatic symptoms and general well-being are dependent on ego 
resilience and personality characteristics.
The raw scores from the NEO-FFI personality domains were converted T-Scores 
ranging from 25 at the low end to 75 at the high end. Mean scores may be found in 
Table 4. The Consciousness and Extroversion domains were reported to be in the 
normal range, with the Agreeableness, Openness and Neuroticism, in descending 
order, reported at the lower end of the scale.
Table 4. Descriptive statistics for the NEO-FFI personality domains
DOMAIN MEAN SD
Neuroticism 27.07 6.64
Extroversion 43.84 5.17
Openness 33.33 5.50
Agreeableness 41.92 6.59
Conscientiousness 50.78 6.30
Trait resilience as measured by the ER89, yielded scores ranging from 33 to 55 
(maximum attainable score is 56), with an average score of 46.76 (SD = 5.08), 
therefore indicating a highly resilient and resourceful cohort.
All of the personality variables were measured on a continuous scale. As a result, the 
relationship between each of these variables and the severity scores was measured 
using Spearman’s Rank correlation. The results are presented in the subsequent table 
(Table 5), where the figures presented are the correlation coefficient and 
corresponding p-value.
Neuroticism
The results indicated that the Neuroticism score was significantly positively 
correlated with all of the severity measures examined. This implies that higher 
Neuroticism values are associated with higher severity scores.
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Table 5. Personality traits and ego resilience correlation with severity measures
Outcome 1 1 51 I
n1
1i !
GHQ-28 Total 0.48 -0.16 0.24 -0.21 -0.45 -0.28
<0.001 0.01 <0.001 <0.001 <0.001 <0.001
Somatic 0.50 -0.16 0.26 -0.18 -0.28 -0.31
Symptoms <0.001 0.008 <0.001 0.003 <0.001 <0.001
Anxiety & 0.30 -0.13 0.30 -0.06 -0.34 -0.11
Insomnia <0.001 0.04 <0.001 0.32 <0.001 0.07
Social 0.23 -0.16 -0.05 -0.18 -0.38 -0.23
Dysfunction <0.001 0.009 0.47 0.002 <0.001 <0.001
Depressive 0.29 -0.03 0.27 -0.20 -0.31 -0.21
Symptoms <0.001 0.62 <0.001 <0.001 <0.001 <0.001
RIBS Total 0.23 -0.11 -0.02 0.17 -0.08 -0.37
<0.001 0.07 0.80 0.007 0.23 <0.001
Avoidance 0.14 -0.13 -0.14 0.14 0.05 -0.25
0.02 0.03 0.02 0.02 0.45 <0.001
Intrusion 0.29 -0.09 0.12 0.15 -0.13 -0.43
<0.001 0.16 0.06 0.01 0.03 <0.001
Hyperarousal 0.17 -0.16 -0.11 0.02 -0.06 -0.26
0.005 0.01 0.07 0.77 0.36 <0.001
Extroversion
The results indicated that there was a significant negative correlation between the 
Extroversion score and the GHQ-28 measures, with the exception of Depressive 
Symptoms (GHQ-28), where there was no significant correlation (rho = -0.03, N  = 
267, p  = 0.62). This implies that as the Extroversion scores increased, the severity 
scores were found to decrease. There was also found to be a significant negative 
correlation between the Extroversion scores and the Avoidance (RIES) and 
Hyperarousal (RIES) measures, but only slight evidence of an association with the 
total RIES score.
Openness
The relationships between the Openness scores and the various severity measures was 
examined, revealing that the majority of GHQ-28 scores (apart from Social 
Dysfunction) were all found to have a statistically significant association with the
246
Major Research Project
level of openness. In each situation, increased Openness was associated with higher 
severity scores. On analysis of the RIES scale, there was a negative correlation 
between Avoidance (RIES) and Openness (NEO-FFI) (rho = -.014, N  = 254, p  = 
0.02), therefore indicating that higher RIES Avoidance symptoms were associated 
with lower Openness scores.
Agreeableness
The relationships between Agreeableness and the severity measures indicated that 
there were significant negative correlations between the majority of the GHQ-28 
variables and the Agreeableness scores, indicating that as Agreeableness values 
increased the GHQ-28 scores decreased. However, there was not found to be any 
significant association for Anxiety & Insomnia (GHQ-28) (rho = -.06, N  = 270, p  = 
0.32). There were found to be significant relationships between Agreeableness and 
Avoidance (RIES) (rho = 0.14, N= 265, p  = 0.02), Intrusion (RIES) (rho = 0.15, A  = 
269, p  = 0.01), and total RIES (rho = 0.17, N  = 265, p  = 0.007). Conversely to the 
GHQ-28 scores, there were found to positive relationships between the variables.
Conscientiousness
The level of association between the various severity measures and the 
Conscientiousness scores indicated that there were highly significant correlations 
between Conscientiousness and all of the GHQ-28 variables. In all situations there 
was found to be a significant negative correlation, so as Conscientiousness scores 
increased, the GHQ-28 scores were found to decrease. On the RIES scale, there was a 
significant negative correlation between Intrusion (RIES) and Conscientiousness (rho 
= -0.13, A = 264, p  = 0.03).
Ego Resiliency (ER-89)
The final set of personality measures analyses examined the relationship between the 
Ego Resiliency (ER-89) scores and the severity scores, indicating that there was a 
statistically significant association between most of the GHQ-28 scores and the ER-89 
totals. There was also slight evidence of an association for Anxiety & Insomnia 
(GHQ-28) (rho = -0.11, N  = 289, p  = 0.07), although this result was not quite 
significant. There were also found to be significant associations between all of the 
RIES measures and the ER-89 scores, with all correlations indicating that as the ER-
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89 scores increased, the RIES measures decreased. For all the variables there was a 
significant negative association between each pair of variables examined.
Based on the correlation data. Hypothesis 1 (traumatic symptoms and general well­
being are dependent on ego resilience and personality characteristics) is supported.^
Hypothesis 2: Individuals holding by religious ideals and a sense of religious 
duty are more resilient to traumatic experiences
The volunteers were scored at the observant end of the religiosity scale, with 63.5% 
(A= 191) observing their religious duties '‘stringently’, with a further 26.9% observed 
as 'very stringent’. 9.6% (N = 29) cases were missing. Differences in outcome 
measures were therefore analysed between these two groups, as summarised in Table 6.
Table 6. Religiosity correlation with severity measures
Outcome Stringent Very Stringent P-value
GHQ-28 Total
Median (IQ range) Median (IQ range)
14.1 (6.3) 11.8(4.2) 0.004
Somatic Symptoms 4.4 (2.6) 3.3 (1.8) <0.001
Anxiety & Insomnia 2(0,4) 2(1,3) 0.52
Social Dysfunction 7(6,7) 7(4,7) 0.22
Depressive Symptoms 0(0,1) 0(0,1) 0.84
RIES Total 10 (6,17) 7(4,16) 0.06
Avoidance 4(1,8) 3 (0,8.8) 0.14
Intrusion 4(2,7) 4(1,6) 0.17
Hyperarousal 1(0, 3) 1(0,2) 0.60
(*) Mean (sd) reported. Analysis performed using t-test.
The results of the statistical analyses indicated that there was a significant difference 
between the two groups for the Somatic Symptoms (GHQ-28) subscale (/ = 3.61, d f= 
261, p  = <0.001), and also for the total GHQ-28 score (/ = 2.94, df = 2664, p  = 0.004). 
For both outcome variables, the values obtained were higher for those scoring in the 
Stringently range than for those scoring in the Very Stringent range. There was slight 
evidence of a difference for the RIES total score (U = 9409, Ni = 181, Nz = 80, ^  = 
0.06), with the scores higher for those scoring Stringently. Hypothesis 2 may
 ^One should note that the correlation design employed to investigate Hypothesis 1, limits predictability 
of determining casual directionality.
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therefore be supported for general well-being (GHQ-28), and to a lesser degree for 
traumatic symptoms (RIES)^®.
Hypothesis 3: Previous exposure to disaster incidents results in greater resilience 
Military service
71.8% (V= 216) of the cohort had served in the IDF. The difference between those 
who served in the army and those who did not, was examined using either the Mann- 
Whitney test or the t-test. The results are summarised below (Table 7), with the 
summary statistics being the median (inter-quartile range) for the non-normally 
distributed variables, and the mean (standard deviation) for the normally distributed 
variables.
Table 7. Military service correlation with severity measures
Outcome No Military Service Military Service P-value
GHQ-28 Total
Median (IQ range) Median (IQ range)
13.4 (4.5) 13.3 (6.0) 0.84
Somatic Symptoms 4.4 (1.8) 3.9 (2.6) 0.08
Anxiety & Insomnia 1.5 (0,2) 2(1,4) 0.004
Social Dysfunction 7(6,7) 7(6,7) 0.39
Depressive Symptoms 0(0,1) 0(0,1) 0.07
RIES Total 12(5, 17) 9(5,15) 0.43
Avoidance 4(1,8) 4(1,8) 0.90
Intrusion 4(2,8) 4(1,6) 0.11
Hyperarousal 2(0,4) 1(0,2) 0.008
(*) Mean (sd) reported. Analysis performed using t-test.
The analysis results indicated that there were only a few differences between those 
who served in the military and those who did not. There were found to be 
significantly higher Anxiety & Insomnia (GHQ-28) scores in the military service 
group (U = 6996.0, Ni = 84, N2 = 211,/? = 0.004), but no other significant differences 
in the first set of GHQ-28 variables. The Hyperarousal (RIES) values were found to 
be significantly higher in the non-military service group (U = 7079.0, Ni = 85, N% = 
205, p  = 0.008), but no other RIES variables were found to vary between the two 
groups.
One should note that the correlation design employed to investigate Hypothesis 1, limits 
predictability of determining casual directionality.
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Time served with ZAKA
The mean time volunteers had served with ZAKA was 50.56 months {SD = 30.02), 
mode = 36 months (3 years). 28.8% (n = 118) had served for 5 years or more, 
including 5 volunteers who had served since ZAKA formed (11 years). The non- 
parametric test of Spearman’s Rho Correlation Coefficients two-tailed test was used 
to establish relationships between the RIES and GHQ-28 total scores and time served 
with ZAKA. The figures presented in Table 8 are the correlation coefficients, and the 
corresponding p-values.
Table 8. Time served with ZAK correlation with severity measures
Outcome Military Time since last incident
service (continuous scale)
GHQ-28 Total 0.17 0.01
0.003 0.93
Somatic Symptoms 0.15 -0.06
0.008 0.26
Anxiety & Insomnia 0.20 0.04
0.005 0.54
Social Dysfunction -0.02 0.14
0.79 0.02
Depressive Symptoms 0.05 -0.01
0.41 0.89
RIES Total 0.04 0.04
0.46 0.53
Avoidance 0.04 -0.01
0.52 0.87
Intrusion 0.07 0.05
0.22 0.39
Hyperarousal 0.01 0.01
0.86 0.89
The results indicated that there was a significant positive association between time of 
service and Somatic Symptoms (GHQ-28) (rho = 0.15, A  = 294, p  = 0.008), Social 
Dysfunction (GHQ-28) (rho = 0.20, A = 293>,p = 0.005), and the total GHQ-28 score 
(rho = 0.17, A =  293, p  = 0.003). This implies than all three measures were found to 
increase with increased time in service. There was not found to be any association 
between time in service, and any of the RIES variables.
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Time since last incident -  continuous scale
The mean number of weeks since the volunteers had last responded to an incident 
was 8.35 weeks {SD = 11,70), The minimum and mode was 1 week or less (27,6%, N  
= 83), the maximum was 52 weeks (3%, N  = 9), Spearman’s Rho Correlation 
Coefficients two-tailed test was used to establish relationships between the RIES and 
GHQ-28 total scores (Table 8), The results indicated that there was a significant 
positive correlation between time since the last incident and the Social Dysfunction 
(GHQ-28) subscale (rho = 0,14, # =  273,<0,02),  However, there was not found to 
be any significant associations between time since last incident and any of the other 
severity measures. Time since last incident was also examined on a categorical 
scale, splitting the volunteers into ‘more than’, or ‘less than’ one week (Appendix D, 
Table 13), The results for time since last incident on this revised scale were found to 
be entirely consistent with the results obtained when this measure was examined on a 
continuous scale.
Based on the correlation data. Hypothesis 3 (previous exposure to disaster incidents 
results in greater resilience) may not be supported.
Hypothesis 4: Idiosyncratic differences do not account for resiliency.
Age
Spearman’s Rank correlation was used to examine the relationship between age and 
the severity measures of mental well-being (GHQ-28) and PTSD symptomatology 
(Table 9), The figures presented are the correlation coefficients, and the 
corresponding p-values. The results indicated that there was a significant positive 
association between age and Anxiety & Insomnia (GHQ-28) (rho = 0,25, A  = 286, p  
<0,001), implying that as age increased, so did Anxiety & Insomnia (GHQ-28), 
There was also a significant correlation between the total score for the RIES and age 
(rho = 0,12, N  = 275, p  = 0,02), There was not found to be any evidence of a 
significant association with age for the remainder of the outcome variables.
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Table 9. Age correlation with severity measures
Outcome Correlation Coefficient P-value
GHQ-28 Total 0.03 0.62
Somatic Symptoms -0.09 0.15
Anxiety & Insomnia 0.25 <0.001
Social Dysfunction -0.02 0.74
Depressive Symptoms -0.05 0.42
RIES Total 0.12 0.02
Avoidance 0.08 0.21
Intrusion 0.08 0.16
Hyperarousal 0.11 0.06
Education
All participants had completed basic education up to matriculation standard, with 
33.2% {N= 100) having completed further studies post-matriculation; 24.9% {N= 75) 
completing an undergraduate degree or equivalent; 14% {N= 42) completing a higher 
degree or equivalent, and 12% {N = 36) completing further studies in a Yeshiva (a 
Jewish school devoted chiefly to the study of rabbinic literature). Therefore a total of 
84.6% {N = 255) of the cohort are considered well educated having continued to 
further education. The difference between education categories was examined using 
either the Kruskal-Wallis test or ANOVA as appropriate, the results of which are 
summarised in Appendix D, Table 14. The results indicated that there was a 
significant difference between the education groups for the majority of the outcome 
measures. There were significant differences for the GHQ-28 scores for all factors, 
with the exception of Social Dysfunction (GHQ-28). For all outcomes it was 
observed that ZAKA volunteers with Higher degrees had the highest GHQ-28 scores, 
whilst the matriculation group had the lowest values. There were also found to be 
significant differences between groups for the RIES outcomes, with the exception of 
Hyperarousal (RIES). For the total RIES score, the highest score was obtained by the 
Higher degree group, with the lowest score jointly obtained by the undergraduate and 
matriculation groups.
Employment
Nearly all the cohort were employed (92.7%, N=  279), of which the most common 
employment type was Education (23.3%, A  = 70) and Religion (19.9%, A  = 60)". A
** A number of volunteers specified that their role as educators was in the context o f religious schools 
or institutions. Based on the knowledge of the religious orientation of ZAKA volunteers, it can be
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further 38.5% (N = 116) were employed in qualified professions (see Appendix D, 
Table 16); 6% (N = 18) were employed in manual vocations, and 2.7% (N = 8) 
employed in the voluntary sector. Only 7.3% (n = 22) of the volunteers were 
unemployed, which included 1.7% (N = 5) students and 0.67% (N=  2) lending their 
time to other voluntary work. Twenty-nine participants (9.6%) did not report 
employment type).
The difference in outcomes between the various employment types was examined 
using the Kruskal-Wallis test or ANOVA. The results are summarised in the 
subsequent Table 17 (Appendix D). There were found to be significant differences 
between groups for the Somatic Symptoms (F (i,g) = 2.\0, p  = 0.04) and Social 
Dysfunction (GHQ-28) (%^ = 35.71, d f = S , p  = <0.001) outcomes. In both cases, the 
highest scores were obtained by the self-employed group. However, there was not 
found to be a significant difference between groups for the other GHQ subscales, or 
the total GHQ-28 score. There was found to be a significant difference between 
employment type groups for all of the RIES variables, including the RIES total score 
(X^  = 35.67, df = 8, /> = <0.001). It was found that the Government and Commerce 
group (n =3) obtained the highest scores on all of the measures". The 
SecurityWoluntary/Health, Manual and Self-employed groups obtained the lowest 
scores. Particular attention is drawn to relatively high RIES values for self-employed 
individuals (with potential for lack of special support), and relatively high GHQ-28 
scores for government workers (with potential for particularly stressful employment 
environments).
Based on the results. Hypothesis 4 (demographics such as age, employment, 
education) may only be supported for education as a resilient factor.
Multiple Regression Model
All previous analysis examined the individual relationships between each of the 
explanatory variables and each of the outcome variables. It is unlikely that all of the
assumed that a large number of educators are employed within a religious context. Due to the reporting 
method however, it was not possible to distinguish which participants fell into both Education and 
Religious employment categories, and were therefore encoded as Educators as the dominant category. 
This group should be considered as outliers due to the small number of volunteers in this group.
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explanatory variables are independent of each other. As a result, it is likely that some 
factors have an influence upon the outcomes, and some appear to have a relationship 
simply due to a chance association with other explanatory variables. Therefore, the 
next stage in the analysis is to examine the joint effect of the explanatory variables 
upon the main outcomes in a multivariate analysis in order to examine the relationship 
between the personality variables and the severity scores. An advantage of such an 
analysis is that the effect of each explanatory variable upon the outcome is adjusted 
for the effects of the other explanatory variables. This should indicate which factors 
having an underlying effect upon each outcome variable. The analysis was restricted 
to two main outcomes, the GHQ-28 Total score and the RIES Total score.
The effect of the explanatory variables upon GHQ-28 was examined using multiple 
linear regression. As there were a large number of possible explanatory variables, the 
analysis was restricted to those variables which were found to have some influence 
upon the outcome from the initial analyses. A backwards selection procedure was 
used to retain only the statistically significant variables. This involves removing non­
significant variables from the model one by one, until all remaining variables are 
statistically significant.
The model produced using linear regression often does not provide a good fit to the 
data if the outcome variable is not normally distributed. It was observed that the 
GHQ-28 Total scores were normally distributed, so any models should provide a good 
fit to the data. However, it was found that the RIES total scores were not normally 
distributed, with more low scores, and a few higher scores. Therefore, before 
performing the regression analysis, it is necessary to transform the RIES scores onto a 
scale where the values are normally distributed. The most common transformation 
used to do this is a log transformation. A problem is that it is not mathematically 
possible to take the log of zero, and several volunteers had a total score of zero. 
Therefore, it was necessary to add on a value of 1 before taking the log 
transformation. So the transformation was as follows:
RIESnew = log (RIESold +1)
This outcome was now analysed using the same methods as described for GHQ-28 
total.
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General Psychiatric Symptomatology (GHQ-28 Total)
The GHQ-28 was scored using both Likert and GHQ scoring methods. Result from 
Likert scoring method for the symptoms severity indicate a score in the mild range for 
all subscales (Somatic Symptoms, mean = 4.05, SD = 2.38; Anxiety and Insomnia 
mean = 2.46, SD = 2.48; Social Dysfunction, mean = 6.26, SD = 1.74; Depressive 
Symptoms, mean = 0.59, SD = 1.28). Mean scores based on the GHQ scoring method 
for symptomatology did not observe caseness within the subscales (Somatic 
Symptoms, mean = 0.59, SD = 1.01; Anxiety and Insomnia mean = 0.31, 5!D = 0.93; 
Social Dysfunction, mean = 0.27, SD = 0.54; Depressive Symptoms, mean = 0.06, SD 
= 0.27). Distribution of the GHQ scores revealed caseness for Somatic symptoms in 
3% of the cohort, and Anxiety and Insomnia symptoms in 1% of the cohort.
Linear regression was used to examine the joint effect of the explanatory variables 
upon the GHQ-28 total scores. The final regression model is summarised in the 
subsequent table. The size of effect that each variable has upon the outcome is 
summarised by the regression coefficient (and corresponding 95% confidence 
interval). For the categorical explanatory variables, the regression coefficients give 
the mean difference in GHQ-28 total scores between each category and a baseline 
category. For the continuous explanatory variables, the regression coefficients give 
the change in the GHQ-28 total scores for a one-unit increase in the explanatory 
variable. Adjusted R square = 0.4346; F  219 = 24.04,/? = 0.0000 (backward selection 
method). Significant variables are shown below.
The results indicated that after adjusting for the other explanatory variables, there 
was still found to be a significant effect of religiosity, Neuroticism, Extroversion, 
Openness, Agreeableness, and Ego-Resiliency (ER-89) on the total GHQ-28 score. 
There was also found to be a borderline significant effect of the number of months of 
service {Beta = 0.02,/? = 0.06), and so it was chosen to leave this variable in the final 
model.
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Table 10. Multiple regression examining the joint effect of explanatory variables 
on GHQ-28 Total score
Explanatory
Variable
Group Beta Coefficient
(95% Confidence interval)
P-value
Months service - 0.02 (0.00, 0.04) 0.06
Religiosity Stringent 
Very Stringent
0
-2.11 (-3.50, -0.72) 0.003
Neuroticism - 0.24 (0.13,0.34) <0.001
Extroversion - -0.25 (-0.3, -0.12) <0.001
Openness - 0.28 (0.16, 0.39) <0.001
Agreeableness - -0.13 (-.23, -0.03) 0.009
ER-89 Total - -0.26 (-0.40, -0.13) <0.001
The results indicated that increased values of Neuroticism and Openness were 
associated with increased GHQ-28 total scores, whilst increased scores on the 
Extroversion, Agreeableness and Ego Resiliency (ER-989) scores were associated 
with decreased GHQ-28 total scores.
It was found that a greater number of months of service were associated with 
increased GHQ-28 scores. An increase of service of one month resulted in an 
increased score of 0.02 units. In addition, it was found that ZAKA volunteers who 
scored in the Very stringent on the religiosity scale, had GHQ-28 scores over 2 units 
lower than those volunteers who scored in the Stringent range.
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Severity of PTSD {RIES Total)
Average scores on the RIES Intrusion (4,76, SD = 4.6), Avoidance (5.08, SD = 4.75) 
and Hyperarousal (1.79, SD = 2.76) subscales may be considered within the low 
range, as was the mean total RIES (11.64, SD = 10.11). The RIES data was weighted 
to compare mean scores to published norms (Horowitz et al., 1979; Schwarzwald, 
Solomon, Weisenberg, & Mikulincer, 1987). An examination of the distribution of 
these scores indicated that on the Avoidance subscale, 71.2% of the volunteers were 
within the low severity range; 26.7% in the medium range, and 2.1% in the high 
range. For the Intrusion subscale, 82% scored in the low severity range, 13.8% in the 
medium range, and 4.2% in the high range. There are no published norms for the 
Hyperarousal subscale.
Linear regression was also used to examine the joint effect of the explanatory 
variables upon the RIES total scores, which were examined on a log scale. The final 
regression model is summarised in the subsequent table. As the outcome variable was 
examined on a transformed scale, different summary measures are obtained firom the 
regression analysis. The size of effect that each variable has upon the outcome is 
summarised by the ratio of change in the GHQ-28 outcomes (and corresponding 95% 
confidence interval). For the categorical explanatory variables, the regression 
coefficients give the ratio of difference in GHQ-28 total scores between each category 
and a baseline category. For the continuous explanatory variables, the regression 
coefficients give the ratio of change in the GHQ-28 total scores for a one-unit increase 
in the explanatory variable (Note that as a value of one was added to all values before 
the log transformation, the ratio values are only approximate). Adjusted R square = 
0.4346; F  16,210 = 9.68,/? = 0.0000 (backward selection method). Significant variables 
are shown below.
The results indicated that after adjusting for the other explanatory variables, there 
was a significant effect of Education, Employment type, Neuroticism, Agreeable and 
Ego Resiliency (ER-89) upon the RIES scores. The results for Education indicated 
that Undergraduates had the highest RIES total scores, with Other group having the 
lowest scores. The employment results indicated that Government workers had by far 
the largest scores, with their scores being, on average, over 8 times higher than
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Table 11. Multiple regression examining the joint effect of explanatory variables 
on RIES Total score
Explanatory
Variable
Education
Group
Matriculation 
Further studies 
Undergraduate 
Higher degree 
Other
Employment type Religion
Beta Coefficient P-value
(95% Confd. interval)
1
0.69 (0.49, 0.98)
1.43 (0.97,2.10)
0.73 (0.47, 1.15)
0.37(0.42, 1.07) <0.001
1
Education
SecureA^ olunt./Health
Profrtechnical
Clerical
Government
Commerce
Manual
Self-employed
0.91 (0.64,1.29)
0.57 (0.36, 0.87)
1.02 (0.71,1.46) 
0.78 (0.51, 1.20) 
8.62 (3.26,22.83) 
1.51 (0.88,2.60) 
0.94 (0.60,1.47)
1.03 (0.49, 1.47) <0.001
Neuroticism - 1.02(1.00, 1.04) 0.02
Agreeableness - 1.04(1.02, 1.06) <0.001
ER-89 Total - 0.95 (0.92, 0.97) <0.001
Religious workers (although this was based on only a small number of volunteers). It 
was found that the SecurityA^oluntary/Health group were found to have the lowest 
RIES total scores. The personality measures indicated that higher Neuroticism and 
Agreeable scores resulted in increased RIES total scores, whilst higher Ego Resiliency 
scores (ER-89) resulted in a lower RIES scores.
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DISCUSSION
ZAKA volunteers have faced the daily prospect of mass traumas for over 10 years, 
and in spite of these incidents, the cohort in general is proving itself surprisingly 
resilient in the face of continued incidents. Volunteers did not develop high levels of 
psychiatric distress despite repeated exposure to the most gruesome effects of a 
terrorist attacks. The data revealed general low severity of traumatic stress and low 
level of well-being difficulties. In fact, extrapolation of the data reveals lower trauma 
severity in this cohort than in studies of the Israeli population (Bleich, Gelkopf, & 
Solomon, 2003), Israeli Police Forensic investigators (Hyman, 2004), and combat 
veterans (Solomon et al., 1999; Schwarzwald et al., 1987). This may reflect ZAKA’s 
reduced vulnerability from volunteers for undertaking work involving trauma 
exposure; preparedness; experience with professional role-related trauma exposure 
(medical staff / security staff); the habituation process, and attention to mental health 
needs through psycho-education, debriefing, and a cohesive familial support and 
community support network. Furthermore, the cohort investigated in this study 
represents a highly specialised and homogenous sample, with a religiously based 
culture and that directs their duties and provides a sense of purpose in their work. It is 
assumed that such direction and practice foster health (George, Ellison, & Larson, 
2002; Fredrickson, 2002), well-being (Levin et al., 1998), and resilience to trauma 
(Tedeschi et al., 1998; Frankl, 1984).
Bleich and colleagues (Bleich et al., 2003) note, that based on their research and 
experiences in Israel, the public perception of the threat and danger of terrorism is 
disproportionate to terrorists’ actual capabilities and further, the psychological 
reactions to terrorism (i.e. the ability to intimidate and to induce worry and concern) 
exceeded disproportionably the actual physical damage it caused. ZAKA volunteers 
have frequent exposure to such threat and thus reduced incidence of distress may be 
rationalised by this principle.
Religious resilience characteristics include primarily cognitive capabilities or belief 
systems which serve to motivate the individual and create a direction for their efforts. 
Surviving adverse life events may be achieved through a sense of uniqueness or 
religious belief that the individual is here for a purpose. This purpose in life, or 
existential meaning (Frankl, 1984), helps these resilient individuals endure hardships.
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in order to continue with duties. Beardslee ‘s research (1983; 1989) on civil rights 
workers, and ’Segals’ research on prisoners of war (1986), discovered that the 
predominant characteristics of resilient individuals was having a purpose in life 
related to helping others. Creating a perceived purpose for their pain and suffering 
(Beardslee, 1989; Segal, 1986) and healing through helping and caring for others 
(Segal, 1986), helps individuals to regain environmental mastery and perceived 
control (Bandura, 1997; Florian et al., 1995), which has been found critical to 
maintaining hope in adverse life threatening situations (e.g. concentration camps, 
prisons, war zones, acute care hospital units, and abusive families).
The religious lifestyle and culture of ZAKA volunteers may further offer a sense of 
belonging, cohesion, and a social support network. Research by Shils and Janowitz 
(1948) discuss the importance of strong group cohesion in allowing individuals to 
cope with stressful environments. A review of the literature has shown that the need 
to belong is a powerful, fundamental, and extremely pervasive motivation 
(Baumeister & Leary, 1995). Belongingness through more specific social identity 
(ethnic identity, racial identity, or cultural collective) has also repeatedly been shown 
to relate to positive psychological adjustment (Contrada & Ashmore, 1999; Fullerton, 
2004; Lee & Robbins, 1998). Social support through spiritual social identity offers 
such benefits as reinforcing the coping mechanisms of one’s religious schema when 
faced with bereavement (McIntosh, Silver, & Wortman, 1993; Pargament, 1997a; 
Folkman, 1997).
A further resource of sustained resilience may be attributed to the group 
cohesiveness established through the religious communities from which ZAKA 
volunteers predominantly emanate. A similar example of the organisation with a 
community support system can be found in the activity of "Egged” Transportation 
Cooperative following the terrorist attack on a bus conducting family tours on the 
coastal road in Israel in 1978. The bus was hijacked and bombed. Out of the 36 
people who were killed, 18 were Egged employees or family members; many others 
were seriously wounded. Egged took full responsibility for the care of the victims and 
immediately and thoroughly organised support through their chief psychologist, 
incorporating support internally from volunteers and trained professionals. Out of the 
capacity for organisation and identification, a complete system of support was geared
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to cope effectively with the anxiety and pain of the victims and those close to them. 
In the process, a cohesive and resourceful system was evident and in itself, 
strengthened the community support structure ("The Snowball Effect" in Ayalon, 
1983b). Where cohesion is lacking, such as in communities where there are losses of 
traditional values, educational deprivation, poverty, low levels of professionalism, 
inferior living conditions, and multi-problem families (see review by Ayalon, 1993), 
the community fails to cope with the accumulation of stresses (Ayalon, 1983a). When 
co-operation is deficient, workers may be unsure of their task and positions (Drabek, 
1986) leading to a break down on support and cohesion.
Sustaining social support may be especially critical in this process (Kaniasty et al., 
1993; Kaniasty et al., 2001). Studies of the impact of September 11* noted that those 
who had greater social support were less negatively impacted (Galea et al., 2002). 
Those with strong perceived social supports are likely to sustain self-esteem and have 
others to rely on to reinforce hope, encourage healthy behaviour, and promote 
sensible coping choices. In general, those with social support are more likely to 
remain resilient in the face of even major stressful challenges and are more capable of 
protecting their other resources. Thus, although social support may itself be 
threatened or lost in the process of trauma exposure (Norris et al., 1996), people who 
possess these social resources are more capable of sustaining a healthy sense of self 
and are less likely to experience debilitating psychological distress.
As well as personal and community resources available to the volunteers, personality 
characteristics have also been highlighted as resources in resisting the negative effects 
of trauma. The personality traits presented by this group tend to corroborate previous 
literature, specifically Conscientiousness in relation to lower severity of trauma 
(Hoyle, 2000; Tedeschi et al., 1998), and Neuroticism accounting for lower levels of 
PTSD severity (Costa et al., 1995). To understand resilience to trauma, particularly 
the development of PTSD symptoms, several models have been proposed. These 
models include personality and situation characteristics as explaining variables. 
Debate centres on the question of which variables are the most important. Some 
authors have claimed that PTSD symptoms develop in individuals with pre-existing 
risk factors, therefore arguing that exposure to traumatic events is the primary cause 
for PTSD. This may be hard to ascertain in this sample without prior knowledge of
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at-risk variables such as previous combat experience (Solomon, Kotler, & Mikulincer, 
1988; Solursh, 1989), second generation Holocaust survivors (Sigal, 1998; Solomon 
et al., 1988), or being a victim of a terrorist attack (Bleich et al., 2003). This may 
however be understood in terms of the cognitive motivational-relation theory 
(Lazarus, 1994), whereby the interaction between person and environment determines 
the appraisal and meaning attributed to a incident. This may affect coping strategies 
employed, and the perception of one’s relationship to the environment. In this 
complex and dynamic interaction, certain pre-existing personality traits may influence 
not only the appraisal of stress but also the coping activities that follow. For instance, 
the volunteers with high scores on Negativism (NEO-FFI) (having a negative, 
dissatisfied and hostile attitude toward others and life in general), and somatisation 
(GHQ-28) may appraise certain situations as more dangerous and threatening than 
volunteers with lower scores on these personality traits, and may therefore experience 
higher levels of anxiety, placing a larger burden on one’s capacity for coping (Krystal, 
1993; Sharpe, Mayou, & Bass, 1995).
Personality characteristics may further be considered when discussing ZAKA 
volunteers who remain with the organisation following training or following the 
experiences of the initial incident. Whilst first responders experience some trauma 
related to body recovery duties, this can be ^'considerably reduced by the selection o f 
stable and extroverted individuals, who are given training in carrying out their tasks, 
managed in a humane, concerned manner, and monitored thereafter as a further 
expression o f concern for their welfare'^ (Thompson, 1993, p. 628). The start of the 
process of attempting to mitigate emergency service stress may ideally be to select 
individuals who are naturally resistant by virtue of certain characteristics. For 
example, the volunteer police officers involved in the Heathrow Recovery and 
Identification team (Thompson, 1993) who were involved in the 1988 Lockerbie 
disaster, and assisted with body recovery at the sinking of the Marchioness pleasure 
boat in the Thames in 1989, have been found to have significantly lower measures of 
Neuroticism, and somewhat higher levels of Extroversion (as measured by the 
Eysenck Personality Questionnaire) than the general population.
There is a need to be cautious in interpreting associations and assigning causal 
directionality from the data. Various populations have been the subject of trauma and
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resiliency research, including military combat veterans. Holocaust survivors, victims 
of abuse, and natural and intentional mass trauma incidents. Conclusions from these 
investigations vary considerably (Ballenger et al., 2004; Brunello et al., 2001; Norris 
et al., 2002; North & Pfefferbaum, 2002; Shalev et al., 1996). For example, specific 
subtypes of mass trauma, such as acts of terrorism may vary in mental health effects 
dependent on the population being studied, be in the same culture or geographic arena 
(Galea et al., 2002; Hyman, 2004; North et al., 2002). Even within a single mass 
trauma setting, distinct subpopulations emerge. Traditionally, these subpopulations 
include those directly in the path of the disaster, bereaved individuals who lost loved 
ones in the event, emergency first responders, community members whose lives or 
livelihood have been affected, or the general population exposed to trauma through 
the media. Therefore, findings from one type of event to another and from one 
population to another may be inappropriate because of the major differences among 
the populations involved.
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LIMITATIONS AND FURTHER RESEARCH
This study suffers from several significant limitations. Primarily, that fact that the 
sample investigated was drawn from a highly specialised and unique cohort, therefore 
raising doubts as to the generalisability of these findings to other emergency first 
responder and body handling services, to other trauma populations, and to women. 
However, an important strength of this study was the consistent use of structured 
validated questionnaires that allows direct comparison with other emergency first 
responder and body handling groups.
Secondly, generalisations from this study may be limited by the use of self-report 
measures. There may be biases and assumptions which limit objectivity. This study’s 
volunteer group, representing only a proportion of the professional and voluntary 
emergency first responders involved, could have underestimated or over-estimated the 
psychopathology and resilience, limiting the generalisability and reliability of these 
findings. Indeed, the nature of the scales used may have limited the exploration of the 
depth and complexity of the issues. The questionnaire items attempted to measure 
objectively determined norms of PTSD, well-being, religiosity, and hardiness without 
exploring the subjective meanings of these variables. Follow-up studies that examine 
these variables qualitatively are needed to provide further depth and details to these 
findings. One approach may be to conduct individual interviews or use focus groups 
with a subsample of the volunteers.
With regards to the design of the questionnaire items, where previous measures 
could not address the specific demands of this cohort, it is important to address the 
limitations of the religiosity measure. The measure was designed in collaboration 
with the ZAKA Rabbinate and was seen to have face validity (i.e. seen as a valid 
assessment tool by members of the religious group to be investigated), however the 
reliability of the measure was not assessed. This is of particular importance, as the 
measure in design presented with two possible scenarios of religious duty, with the 
aim of eliciting only one general response rather than a response per scenario. There 
was a possibility therefore, that the participants may have had two conflicting 
responses based on the scenarios and therefore invalidating the reliability of the 
religiosity measure. On reflection of the data set of religiosity responses, however, 
the cohort presented with a rather homogeneous outlook, all scoring in the observant
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end of the religiously scale. It may be stated, therefore, that although this measure 
would require a more scientific design to address reliability issues for future research, 
for the purposes of the current data, the measure holds by a degree of face validity.
The logistics of conducting research with emergency first responders, in the chaotic 
and complex environment which is continuously under threat of further mass traumas, 
is extraordinarily difficult due to the unpredictability of recruiting samples. 
Furthermore, this requires sensitivity to the cultural and religious contexts. 
Methodologically, in designing a credible epidemiologic investigation of mental 
health factors and resilience, one must address the complicated aspects of research 
design in a post-trauma setting, including sampling, diagnostic assessment, and 
cautious interpretation of the data (North et al., 2002; North & Smith, 1994).
Ideally, investigating the mental health impact of mass traumas and resilience to 
such traumatic events, should begin in the immediate aftermath of the incident, 
recruiting a representative sample and a demographically matched control sample for 
a longitudinal study. The methodology of the study does not permit unequivocal 
interpretation of the self-reported ratings. Without a baseline diagnostic measure it is 
not possible to confirm whether or not the volunteers had any psychopathological 
difficulties prior to their involvement with ZAKA. Furthermore, there is a possibility 
that the psychopathological variables recorded may be ameliorated in some way by 
earlier exposure to traumatic experiences as evidenced by the Israeli public (Bleich et 
al., 2003). Further investigation of this may be possible in a longitudinal study of new 
ZAKA recruits.
Of further note, systematic diagnosis of psychiatric disorders and of distinguishing 
disorders from general distress and functioning following trauma should be assessed 
(McCammon et al., 1988). PTSD diagnosis data is critical in guiding appropriate 
treatment (North et al., 1999). Data consisting of simple symptom counts and 
symptom frequency/severity scales have limited validity (McCammon et al., 1988; 
Ursano et al., 1995a). Symptoms do not constitute psychiatric illness. Diagnostic 
criteria for disorders include not only specified combinations of symptoms, but also 
requirements for duration of the symptoms and effects on the individual’s ability to 
function (American Psychiatric Association, 2000). A stressor of lengthy duration has
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a more deleterious effect than one of short duration (Lazarus & Folkman, 1984). 
Additionally, PTSD symptoms must persist for at least one month and cause 
significant distress and impaired function to meet diagnostic criteria (American 
Psychiatric Association, 2000). Furthermore, presenting symptomatology must "not 
present before the trauma” (American Psychiatric Association, 2000, p.468) for 
diagnosis. Failure to address these issues in the assessment of PTSD may result in 
inflated prevalence estimates. Research designed to assess PTSD, therefore, may be 
best delayed until a diagnosis can be fully assessed.
In spite of these propositions, PTSD in the ZAKA cohort has been addressed by 
administering less burdensome self-report questionnaires that provide symptom 
counts and measures of distress, not diagnosis. This is due to the practicalities of 
employing less labour-intensive, economically viable and resourceful alternatives, as 
compared to a complete clinical diagnostic assessment which would require greater 
demands on time, finances, and materials.
With regards to limitations in identifying and measuring religiosity, the impact of 
religion may be particular to specific religions and sects, and more crucially their 
context (Funder, 2002). Are some religions more likely than others to nurture 
resilience, coping and well-being? If so, can this account for denominational 
differences? Further questions about psychopathologies and well-being of those who 
engage in religious lifestyles warrant further investigation. It is therefore imperative 
for future research of religiosity to develop an empirical base and eclectic assessment 
strategies in order to further investigate the impact of the subjective and seemingly 
unmeasurable variable.
With reference to attempting to research resilience as variable of PTG and coping, a 
number of difficulties are present due to the lack of agreement on (1) 
operationalisation of the resilience concept, (2) gender, age or culturally unbiased 
definitions of the successful outcomes of resilient individuals, and (3) identifying the 
primary characteristics of a resilient person (Maddi, 1999a; Richardson, 2002). 
Additionally, research in this field suffers from difficulties separating cause and 
effect; locating good measures for resiliency variables; simultaneously studying large 
numbers of variables needed to determine which are most salient or predictive of
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positive outcomes despite high risk status, and finding non-linear, analytic methods 
capable of accurately summarising bi-directional, transactional data. Nevertheless, 
despite these limitations it is hoped that this study is able to make a unique 
contribution to the development of a model of resilience for emergency first 
responders, and an empirical base for investigation with this population.
Should future opportunities to conduct research with this cohort present, as well as 
attempting to address and refine the above limitations, there are a number of 
significant variables discussed in the research literature which should be incorporated 
into future research. There has been considerable controversy regarding the impact of 
the Holocaust on second and third generation survivors. At present, there is no 
empirical data available that systematically documents trauma exposure and 
psychiatric disorder in the off-spring of Holocaust survivors who are emergency first 
responders or body handlers. Research investigating the vulnerability to PTSD in 
adult off-spring of Holocaust survivors (Yehuda, Schmeidler, Wainberg, Binder- 
Brynes, & Duvdevani, 1998), reported a greater prevalence of current and lifetime 
PTSD and other psychiatric diagnoses as compared to a demographically similar 
control group. Similarly, a further study assessing combat-related PTSD for second 
generation Holocaust survivors (Solomon et al., 1988) revealed higher rates of PTSD 
than did control subjects for veterans of the 1982 Lebanon War. In contrast to these 
studies, Sigal (1998) reported a more positive impact on mental health for this 
population. These findings accentuate the potential for increased resilience and well­
being, and increased vulnerability to PTSD and psychopathological disorders. Further 
research of these variables may therefore identify prospective vulnerability risk 
factors and resilience factors for PTSD in the ZAKA sample.
Scenes of mass trauma present as an ideal environment for the throng of news media 
seeking information and sensational photographs, and sensation seekers (i.e. people 
who enjoy intense experiences and are more likely to engage in activities that involve 
risk). In the immediate aftermath of such incidents, the victims, emergency first 
responders and body handlers, receive much attention and may feel like heroes 
(Hockstader, 2002). Typically, with the passage of time, such special treatment 
diminishes. There is a risk therefore, for pursuing engagement in similar intense 
environments and experiences in order to receive the same level of treatment. From a
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mental health and well-being perspective, research suggests that sensation seeking is a 
significant stress-buffer in the aftermath of a trauma (Solomon, Ginzburg, Neria, & 
Ohry, 1995), resulting in better adjustment to stress, and lower levels of war-related 
intrusion and avoidance tendencies and PTSD symptoms (Neria, Solomon, Ginzburg, 
& Dekel, 2000), Sensation-seeking would therefore be an appropriate area for further 
research, in terms of motivation factors for engagement in emergency first response 
work and volunteering for ZAKA, and in the assessment of coping strategies and 
adjustment to an arena of prolonged traumatic incidents.
A final area of research aim would be to examine the importance of a range of 
geographic environments, volunteer’s residence in relation to proximity to the 
incidents, and traumatic exposure factors as predictive of PTSD. This was not 
achieved successfully in the study due to the poor design of the geographic 
demographic variable. A recent study in Israel noted that the rate and severity of 
trauma exposure was markedly different in two communities, with a suburb located 
within the West Bank experiencing three times as many incidents of traumatic 
exposure as compared to a Jerusalem suburb located in Israel proper (Shalev et al., 
2004). Rates of PTSD symptomatology did not vary significantly between 
individuals polled in a city close to the violence versus one more removed from the 
conflict. This may seem to contradict literature that focuses on proximity to the 
traumatic event as a criterion and adds substance to the concept of secondary trauma 
created by media representation of mass traumas. Furthermore, there is a need to 
draw comparisons between exposure to mass trauma incidents in large urban 
environments with relatively anonymous victims, in contrast to incidents in smaller 
communities or settlements in GAZA or the West Bank, where there is a greater 
probability of having an emotional involvement and identification with the victims 
(McCarroll et al., 1993a). This may prove particularly valuable for this cohort in 
developing coping strategies and preparation prior to attending the scene of a trauma 
incident.
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IMPLICATIONS
Both the literature reviewed and findings from this study on PTSD and resilience in 
the face of frequent traumatic exposure, provide important practical applications for 
the professionals and communities served by the emergency response service. These 
findings suggest need to provide support and assistance to emergency first responder 
services, including medical personal, security services, and allied clinicians who are 
involved in the immediate aftermath of a mass trauma. These individuals are often 
exposed to secondary traumas either in vivo or vicariously. With regards to the 
significant role of personal and environmental risk factors that accompany exposure to 
mass traumas (see Table 3), these factors should become important targets for 
interventions. Furthermore, the resilient factors identified should be nurtured and 
developed in at-risk communities and prospective emergency first responders.
An important factor influencing individuals’ responses to trauma is the degree to 
which the event disrupts their communities (Fullerton, Ursano, Norwood, & 
Holloway, 2003). In the immediate aftermath of a terrorist attack or disaster, 
individuals and communities may respond in adaptive, effective ways or they may 
make fear-based decisions, resulting in unhelpful behaviours. Knowledge of an 
individual's and community's resilience and vulnerability before a disaster or terrorist 
event, as well as understanding the psychological responses to such an event, may 
enable Clinicians and health care professionals to promote resilient healthy 
behaviours, sustaining the social fabric of the individual and community and 
facilitating recovery.
Some individuals are clearly vulnerable to PTSD, whereas others are more resilient. 
This raises the question of whether PTSD best reflects the absence of resilience 
factors or the presence of risk factors. Development of PTSD is not inevitable 
following trauma, and the majority of individuals recover from traumatic experiences 
without long-term psychological sequelae. In individuals who do progress to PTSD, 
the disorder appears to be associated with a failure to recover from the acute response 
to a traumatic experience. The results is manifestation of the classic symptoms of 
avoidance of reminders of the events, increased psychological arousal, and re- 
experiencing of the event. It is likely that preparation and education, and early 
intervention, could facilitate recovery in individuals at risk for development of PTSD.
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Interventions in the immediate aftermath of a mass trauma, such as the debriefing 
available to ZAKA volunteers, should initially be directed toward general support and 
bolstering of the recovery environment rather than on psychological treatment of 
individuals. Support systems already in place in the community, such as family, 
friends, community leaders, and religious advisers, may protect against long-term 
psychological consequences, but definitive, prospective studies to support these 
assertions are lacking.
ZAKA volunteers benefit fi"om the support of a cohesive community as well as from 
their wives. As in the ZAKA programmes, the provision of interventions for family 
members is essential to buffer against adverse stresses. Family members need to be 
included in planning and sequencing debriefing programmes, and understood in their 
own right, not simply as ‘significant others’ (Ben-Arzi et al., 2000; Davidson et al., 
1998; Harkness, 1992; Rutter, 1999; Williams & Sommer, 1994).
With regards to the religiosity as a construct of resilience, although ZAKA’s 
motivation, purpose and energy and resiliency largely derives from their religious 
direction, the research literature has not provided a model of religious resiliency 
(George, Ellison, & Larson, 2002), however they may be incorporated within the 
resiliency model suggested. George et al. (2002) however highlights the need to 
develop and understand such a model in order to allow for the empirical investigation 
of the impact of religious practices and beliefs as buffers against PTSD. What is clear 
from the data, is that support and cohesion as psychological resources, from religious 
circles as well as secular, provide important protection against adverse psychological 
outcomes.
It is hoped that through presenting this model of ZAKA as a first responder service, 
an understanding of their framework, homogeneous qualities, and work ethic, may 
assist mental health professionals in providing appropriate prevention-oriented 
strategies to mitigate the impact of post-traumatic stress on emergency personnel.
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CONCLUSIONS
Symptoms of acute stress in the immediate aftermath of a traumatic event are 
widespread consequences of a large-scale disaster. However, PTSD does not 
developed in all persons within the community who were exposed to the traumatic 
event, nor among all those who express early PTSD symptoms; indeed, most of the 
latter recover with time. Thus, important questions remain regarding the interplay 
within individual factors that lead to developing prolonged mental disorders.
One would assume that ongoing encounters with horror scenes would intensify the 
incidence of PTSD among emergency first responders. By accounts of the data 
collected this has not been the case. These individuals are wrapped in a continuum of 
stress and yet they present as remarkably healthy. Their religious commitment 
enables them to cope with intolerable scenes and yet they endure. Even given that 
many may be adroit and suppressing their pain, they present with very few mental 
health difficulties. ZAKA volunteers’ resiliency and religious drive has had a 
profound impact amongst on the wider ultra-Orthodox community, and on the secular 
Israeli attitudes to ultra-Orthodox Jews. However, without a doubt, mass trauma work 
exacts its toll on the volunteers and their families: "You’re talking about humans, not 
angels,” (Y. Meshi-Zahav, ZAKA’s National Director, personal communication, 26 
March 2004). While normalisation of psychological effects of incidents can be 
reassuring for the majority of volunteers, it is important to recognise the significant 
distress of those whose emotional upset does not reach proportions that would qualify 
for a diagnosis of PTSD. The emotional distress that falls clearly below the diagnostic 
threshold for PTSD (sub-diagnostic distress) that is prevalent among individuals 
exposed to catastrophic events deserves different mental health interventions from the 
customary psychiatric treatment for the minority who develop a diagnosable disorder 
(North et al., 1999). The distinction between psychiatric illness and this sub­
diagnostic distress is critical for assessing mental health needs and directing 
interventions.
Clearly the relationship between individual differences and coping in emergency 
work is multidimensional, however it is less clear which traits and contextual 
variables are most important in underpinning resiliency. The best predictor traits 
seem to be extroversion, conscientiousness, and religiosity. Further research into the
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aspects of coping, resilience, and thriving, under adverse conditions may produce 
clearer understating and models for this population. The challenges for future 
emergency first responder research therefore, should include recognition of the 
fundamental differences in subpopulations affected by mass traumas and examining 
them separately. Such research should following samples over time to determine the 
course of post-disaster mental health recovery; and conceptualising and measuring the 
impact of individual vulnerability and resiliency factors.
As the global threat from terrorism increases, it becomes necessary for emergency 
organisations to utilise both physical and psychological resources. Moreover, the 
harsh reality of the current climate beckons the position of the positive psychology 
concept of resiliency to make a needed contribution to the field of emergency 
services.
Many studies have focused on the impact of PTSD on various populations, and 
neglect the active role played by society in coping with prolonged conflict. Especially 
where terrorist methods are employed, a major threat to an individual, group, or 
country’s ability to resist lays in the resilience of its communities. This wear and tear 
on society may appear regardless of the strength of its military and security services. 
Although violent confrontations continue, and incidents of terror still plague the 
region’s major cities -  although fear of terrorism has infiltrated almost every aspect of 
people’s lives, it has not eroded the resilient nature of the emergency first responders 
and the greater community. Whether the current effort to follow a Roadmap to Peace 
will yield an end to the fighting is uncertain. But one thing is clear, the trauma this 
conflict inflicts on individuals continues, and its emotional and psychological 
consequences will affect both Israelis and Palestinians for years to come regardless of 
what happens politically or diplomatically.
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PLE.ASE PLACE THE COMPLETED m R M  IN THE EN\ ELOPE 
PKOMDF.I) AM) RICH KN K )  /.AKA IIFADQI AKTEKS. .lEKI SALEM.
MANY THANKS FOR YOl R TIME AND COOPERATION -  IT IS MI CH 
.APPRECIATED.
If you h a w  any i|ui’rirs  with regard  lo  Ihc qursH onK iirr or issucx n h k h  II 
mlwx, p lraw  do m l  he «Male lo  contael the researelier, H ou le Fine by e-n n il 
(houlefln*<%yahoo.com) o r  l.liaeh Uenistt on (19413 J25W),
Plcaae une I he «pace belou for any furl her commenl* o r  Information n h k h  you 
feel n w  he rele^anl lo Ihe «ur\-ey.
ITiis project is jointly supported by :
I I üciîoilmcntofl’syeliology
l.'iiiversily ol'Siirrey
OiiilillonLl.K ______
South West London & St G eorges Mental Health f tV /M
ZAKA
-..nnM fu t i o n , '
T h e  Coping R es ilie n c e  
Q u e s t io n n a ir e
INFORMATION ABOUT THE PROJECT
This page provides some information about the project and invites you to participate.
Whal are the objectives o f this projeci?
To collect inforaiation from ZAKA volunteers to monitor and profile the effects of their 
exposure to disasters and identify factors relating to successful coping and resilience to 
traumatic incidents.
How will the information be collected?
We have put together a questionnaire for you to fill out which will take a few minutes to 
complete. It is anonymous and completely confidential. Do not put your name on the 
questionnaire. You are free to not answer any question(s) as you choose, although we hope 
you will answer them all. You may be adced to complete a similar questionnaire next year.
What will be done with the information?
Your responses will remain confidential. They will be added to the responses of everyone 
else, and entered onto a computer for statistical analysis. The data will only be analysed for 
groups and not for individuals.
How will this information be used?
The information you provide will help to evaluate and promote the general health and well 
being for ZAKA volunteers who respond to emergencies. A summary of the results will be 
made available to ZAKA at the end of the project. The researcher will be pleased to provide 
you with preliminary results. We would be gratefhl for your co-operation in completing this 
questionnaire.
About the researcher
The researcher has been involved in trauma research for over 4 years and is currently 
completing a Doctorate in Clinical Psychology.
Do you receive the support you require from ZAKA'
• All Information collected for this project will be confidential. Do not write your 
name on the questionnaire. If you have any questions, these can tie answered by the 
researcher (Howie Fine) who can be contacted try e mall at the following address: 
howleflne@yahoo.com
« If having read the above Information you agree to participate In this project and 
complete the questionnaire, please tick here Q  to Indicate your consent. (We do not 
need your signature, just a tick in the box).
Th ank you for your help I
Howie Fine
Doctoral Student in Clinical Psychology 
University of Surrey, England
Please record the date and month In which you were born In the boxes provided :
r r r m
For example If your birthday is 10* March, you will write :
moioi3|9l
This will not affect confidentiality. Alternatively please devise a personal code of 4 
letters or numbers, which you wdU remember if  you are asked to complete this 
questionnaire in the future. You could use a memorable event, such as the last four 
digits of your phone number, child’s birthday, or nickname. But please remember 
what you used.
How do you feel your work for ZAKA has affected your family? 
With regards to your wife?
Your children?
Your extended family?
BACKGROUND DEMOGRAPHICS 
What age were you at your last birthday?____________ years old
Sex □  Male 
□  Female
Marital Status □  Single □  Divorced
□  Married Q  Widowed
How many years of education have you completed? (please tick)
Bagrut or equivalent □  (taken at 18 years old)
Fuither professional training □
University or equivalent □
Postgraduate or equivalent □
In addition to your work with ZAKA are you employed at present? 
□  NO □  YES
If YES, what is your occupation?.
Have you served In the IDF (Zahal)? □  NO □  YES
Do you receive the training you require from ZAKA?
ZAKA INFORMATION
How long have you served for ZAKA? _ Months) Years
Geographical area served for ZAKA Q  Jerusalem Q  Central
□  Tel-Aviv □  North
□  South □  Judea and Samaria
Other_____________
Your type of Involvement □  Administrative □  Logistics
(tick as many as apply) □Fieldwork □  Search* Rescue
□  First Response Other____________
How long since the last Incident you attended?. .(weeks)
EGO RESILIENCY SCALE ŒR89)
Please read carefully.
Please answer ALL the questions on the tbllowing pages simply by circling, 
marking, or underlining the answer which you ftink most nearly applies to you.
Has you work for ZAKA bad a positive Impact on you Ufe (if so please describe it 
below)?
1. I am generous with my fiiends.
2. I quickly get over ands recover from being startled.
3. I enjoy dealing with new and unusual situations.
4. I usually succeed in making a favorable impression 
on people.
5. I enjoy trying new foods I have never tasted before,
tk I am regarded as a very energetic person.
7. I Hke different paths to familiar places.
& I am more curious than most people
9. Most ofthe people I meet are likable.
10. I usually think carefidly about somediing befrire
11. Hike to do new and different things.
12. My daily life is full of things friat keep me 
interested.
13. I would be willing to describe myself as a ‘pretty 
strong personality’
14. I get over my anger at someone reasonably quickly.
□
□
□
□
□
□
□
a
□
□
□
□
□
□
.1
□
o
n
□
□
□
□
Q
□
□
n
□
□
□
11
D
□
□
□
□
□
O
□
□
□
□
□
□
Q
Has you work for ZAKA had a neeative Impact on you life (if so please describe it 
beiow)?
What was your motlvatton for |  olnlng ZAKA?
What do you expect to And prior to attending to an incident, and how do you 
prepare yourself?
THE GENERAL HEALTH QUESTIONNAIRE fGHO-28)
We would like to know if you had any medical complaints and how your health has been in 
general, over the last few weeks. Please answer ALL the questions on the following pages 
simply by underlining the answer which you think most nearly applies to you. Remember that 
we want to know about present and recent complaints, not those that you had in the past.
HAVE YOU RECENTLY :
1. Been feeling perfectly well 
and In good health?
Better 
than usual
Same as Worse
thanusual
Much worse 
than usual
2. Been feeling In need of 
a good tonic?
Notât
all
No more 
than usual
Rather more 
thanusual
Much more 
than usual
3. Been feeling run down and 
out of sorts?
Notât
all
No more 
than usual
Rather more 
thanusual
Much more 
than usual
4. Fdtthatyouarelll? Notât
all
No more 
than usual
Rather more 
thanusual
Much more 
than usual
5. Been getting any pains 
In your head?
Notât
all
No more 
than usual
Rather more 
thanusual
Much more 
than usual
6. Been feeling of tightness 
or pressure In your head?
Notât
all
No more 
than usual
Rather more 
thanusual
Much more 
thanusual
7. Been having hot or cold 
qtells?
Notât
all
No more 
thanusual
Rather more 
thanusual
Much more 
than usual
8. Lost much sleep over 
worry?
Notât
all
No more 
thanusual
Rather more 
thanusual
Much more 
than usual
9. Had difHculty in staying 
asleep once you are off?
Notât
all
No more 
thanusual
Rather more 
thanusual
Much more 
than usual
10. Felt constantly under 
strain?
Notât
all
No more 
thanusual
Rather more 
thanusual
Much more 
than usual
11. Been getting edgy and 
bad tempered?
Notât
all
No more 
than usual
Rather more 
thanusual
Much more 
than usual
12. Been getting scared and Notât 
panicky for no good reason? all
No more 
than usual
Rather more 
thanusual
Much more 
than usuai
13. Found everything getting on Notât 
top of you? all
No more 
thanusual
Rather more 
than usuai
Much more 
than usuai
14. Been feeling nervous and 
strung-up all the time?
Notât
all
No more 
than usual
Rather more 
than usual
Much more 
than usual
15. Been managing to keep . More so 
yourself busy and occupied? thanusual
Same as Rather less 
thanusual
Much less 
than usual
16. Been taking longer over 
the things you do?
Quicker
thanusual
Same as
thanusual
Much longer 
than usual
17. Felt on the whole you were 
doing things well?
Better 
than usual
About the Less well 
than usual
Much less 
well
18. Been satisfied with the way More 
you’ve carried out your task?salisfied
About same 
as usual
Less satisfied 
thanusual
Much less 
satisfied
19. Felt that you are playing 
a useful part In things?
More so 
thanusual
Same as Less useful 
thanusual
Much less 
useful
20. Felt capable of making 
decisions about things?
More so 
thanusual
Same as
thanusual
Much less 
capable
21. Been able to enjoy your More so 
normal day-to^lay activities? than usuai
Same as Less useful 
thanusual
Much less 
useful
22. Been thinking of yourself 
as a worthless person?
Notât
all
No more 
thanusual
Rather more 
thanusual
Much more 
than usuai
23. Felt that life is entirely 
hopeless?
Notât
all
No more 
than usual
Rather more 
than usual
Much more 
than usuai
24. Felt that life Isn’t worth 
living?
Notât
all
No more 
thanusual
Rather more 
than usuai
Much more 
than usual
25. Thought of the posslbilify 
that you might make away
Definitely
not
I don’t 
think so
Has crossed 
my mind
Definitely
have
with yourself?
15. I had trouble M ing asleep
16. 1 had waves of strong feelings about it
17. 1 tried to remove it from my memory
18. 1 had trouble concentrating
□ □ □ □ □
□ □ □ □ □
□  □  □  □  a
□ D □ □ □
19. Reminders of it caused me to have physical reactions, such p  □  □  q  p  
as sweating, trouble breathing, nausea, or a pounding heart
20. 1 had dreams about it
21. 1 felt watchful or on-guard
22. 1 tried not to talk about it
□ □ n □ □
□ □ O □ □
□ □ □ □ □
Please read the following exanples of scenes and then answer the question with 
regards to these situations:
• Imagine that after a long-days work, you sit at home and suddenly remember 
that you have neglected “Ma’ariv” (evening prayers). Would you pray at 
home or go to pray at the Synagogue?
• Imagine a family friend is interested in employing a person you have 
previously quarrelled with, and the family friend asks you tor information 
about the man’s character. Would you teU your friend what you really think 
aborrt this person or would you try to avoid the subject as much as possible?
Everyone faces hfe circumstances tiiat impedes fhlfrlhng ‘mitzvot’. To what degree 
have you been able to resolve reconcile these situations? Your response will of course 
remain confidential.
Unable to resolve/reconcile 
0 1
Able reeoncile&esolve 
4 5
THE IMPACT OF EVENTS SCALE - Revised 
Below is a list of diffictdties people sometimes have after stressfiil life events. 
Please read each item, and Uien indicate liuw distressing each diUlcuIty lias been Ibr 
>’011 DURING THE PACT SEVEN DAYS with respect to recent ZAKA work, how 
much wore you distressed or bothered by these dithcuItiesV
: : I ! ;
£ S 5 S I
□ O □ O D
□  D □  D D
□  a  □  □  □
□ n □ a □
I. Any reminder brought back feelings about it 
Î. I bad IroiMe staying asleeiJ
3. Other thirtps kept makipp me think about it
4. 1 felt irritable and angry
A I avoided Icthnp myself get upset when I thought about it or 
was reminded of it
6. 1 thought about It when 1 didn’t mean to
7. 1 feh as if it hadn't happened or wasn’t real
8. I stayed away ftoin reminders about it
9. Pictures about it popped into my mind 
1(1. 1 was jumpy and easily startled
II.1  tried not to think about it
12.1 was atvare that 1 still had a lot of feehngs about it, but 1 
didn’t (fcal with them
13. My feelings about it were land of numb
14. 1 fcsmd myself acting or feeling as though 1 was back at that 
time
26. Konnd It tlmesyoucoaktn’t Not at Nomore
da anything because your all than usual
nerves were too bad?
27. Found yonrseir wishing yon Noe at Nomore
were dead and away from all Ilian usual
Ball?
29. Found that the Idea of taklngDeflnltely I don’t 
your own life licpi coming not think so
coming Into yonr mind?
Rather more Much more 
than iiflial than iitaial
Rather more Much more 
Ilian usual Ilian usual
Has crossed Definitely 
my mind has
NEO-hTI OUhlSTIONNAIRK
Please answer Uie following 60 questions as accurately and Irulldully as possible. Your 
first impression or fiiought after reodir^ the question should be your answer. Possible 
answers range from “strongly disagree” in the leftmost eolnmn to "strongly agree” in the 
liglitiiiost cidunm. Tliere is no lime limit.
stniigly Stnngly
□ □ □ □ □ 1.
Dtiagm
1
I am not a woiricr O
2
□
3
□
4
□
A gm
S
□
n □ □ □ D 2. 1 like to has-e a lot of people around me. □ □ o □ □
3. 1 don't like to waste lime daydreaming. D □ 0 □ D
□ □ □ □ □ 4. 1 try to be courteous to everyone I meet O O □ □ □
□ □ O 0 □ A I keep my belonging clean and neat. □ □ □ □ □
□ 6. 1 often feel inferior to others □ □ □ □ □
7. I laugh easily □ D □ □ □
□ □ □ n □ 9. Once 1 find Uic riglil way to do sranclliing, 1 stick to it. D n D □ □
□ D □ n n 9. 1 oft en get into arguments with my thmily and co-workers
□ D □ □ □
□ □ □ □ □
10. 1 ’m pretty good about pacing myself so as to get 
things done on time
□ D □ o □
□ □ a □ □ 11. When I'm under a great deal of stress, sometimes 1 feel like I'm going to pieces.
□ a □ o □
12. I don’t consider myself especially ■iiglil-Iieaited". □ □ □ o O
19. 1 am intr%u«d by the patterns 1 find in art and nature. □ □ □ □ P
14. Some pcqdcllihik I'm sclflsti and egotistical. □ □ □ o D
lA I am not a very methodological person. □ □ □ o P
1& 1 rarely feel lonely or blue. □ o □ o P
17. I really enjoy taHdrig to people. □ □ n p P
lA 1 believe letting students hear controversial □ □ □ p P
speakers can only confuse or mislead them.
19. I would rather cooperate with otlters than D o □ p P
compete with them.
20. I try to perform all the tasks assigned to me □ o □ p P
conscientiously.
21. I often feel tense and jittery. □ o D p P
22. 1 like to he where the action is. D □ □ p P
23. Poetry has little or no effect on me. □ □ □ p P
24. I tend to he critical and sceptical of others' intentions. □ □ □ p O
2A I have a elear set of goats and woik towards tliciii in □ a □ p P
an orderly fasliion.
2A Sometimes 1 feel completely worthless □ a O o P
27. 1 usually prefer lo do things alone. □ n n p P
2A I often try new and foreign foods. □ o □ p P
29. 1 believe that most people will take advantage of □ □ □ p P
you if you let litem.
39. I waste a lot of tbnc before settling down to work. D a n p P
31. 1 rarely feel fearful and anxious. □ a o p P
32. I often feel as if I'm bursting witli energy. □ □ p p P
33. I seldom notice the moods or feelings that ditTerent □ D n D P
environments produce.
34. Most people I know like me. n □ □ P P
3A I wolk hard lo accomplish my goats. n □ □ P P
36, I often get angry at tlie way people treat me. o □ □ P P
37. I am cheerftil, high-spirited person. o □ □ P P
39. 1 believe we Aould look to our religious authorities P P P P p
fcr decisions on moral issues.
39. Sonic people think of me as cold and calculating. P P P P p
49. When I make a commitment, I can always be P P P P p
counted on to follow through.
41. Too often, when things go wrong, I get discouraged P P P P p
ami feel like giving up.
42. I am not a cheerftil optimist. P P P P p
43. Sometimes when I am reading poetry or looking at a P P P P p
work of atl, I fed a diill or wave of excitement.
44. I'm hard-headed and tough-minded in my altimdes. □ P P P p
45. Sometimes I'm not as dependable or reliable as I P P P P p
should be.
46. 1 am seldom sad or depressed. P □ P P p
47. My life is fast-paced. P P P P p
49. I have linle Interest in speculating on the nature P P P P p
of the imiverse of the human condition.
49. 1 generally try to be tliouglitful and considerate. P P P P p
59. lama productive person who ahvaj-s gets the job done. □ P P D p
51. 1 often feel helpless and want someone else to solve P □ □ P p
my problems.
52. I am a very active person. P P P O p
53. 1 have a lot of intellectual curiosity. P P P P p
54. If I don't like people, I let lliem know it. P P P P p
55. I never seem to be able to get organised. P □ P P p
56. At times I have been so asiiamed I just wanted to hide. P P P P p
57. I would rather go my own way than be a leader of □ P P o p
59. I often enjoy playmg witli theories or abstract ideas. P P P p p
59. If necessary, I am willing to manipulate people to P □ P p p
getwhaf I want
49. 1 strive for excellence in everything 1 do. P P P p p
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Appendix D. Supporting Data
All of the outcome variables took one of several possible values, and so all were 
considered to be continuous variables for the purposes of analysis. Different 
statistical methods were required in different situations, depending on the nature of 
the explanatory variables. Three of the explanatory variables (age, months of service, 
and time since last incident) were measured on a continuous scale, whilst the 
remainder of the explanatory variables were categorical variables.
The relationship between the continuous explanatory variables and the outcome 
measures was examined using Spearman’s Rank correlation. This method measures 
the agreement between each pair of variables on a scale ranging between -1 and +1. A 
correlation coefficient of near to +1 indicates a strong positive relationship (as one 
measure increases the other also increases), a value near to 0 indicates little 
relationship between the variables, and a value near to -1 indicates a strong negative 
relationship (as one measure increases the other decreases).
Different statistical tests were required for the categorical explanatory variables. The 
correct statistical test depends upon the distribution of the outcome variable, and also 
the number of categories that the explanatory variable takes. The most common type 
of statistical methods for continuous outcome measures are known as “parametric” 
tests. However, these assume that the outcome measures approximately follow the 
normal distribution (where the majority of responses lie in the middle of the data 
range, with a few at either end of the range). An examination of the outcome variables 
indicated that only Somatic Symptoms (GHQ-28) and GHQ-28 Total were found to 
be normally distributed (see Table 12). The remainder of the outcome variables were 
not found to be normally distributed, and so “non-parametric” statistical tests were 
used for these outcomes.
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Table 12. Descriptive statistic including normal distribution analysis
N Minimum Maximum Mean Std. Skew ness Kurtosis
Statistic Statistic Statistic Statistic Statistic Statistic Std. Error Statistic Std. Error
Age 29t 23.00 72.00 40.0275 10.25398 .417 .143 -.359 .285
Number of months 
service 299 2 132 50.56 30.032 .697 .141 -.223
.281
Time since last Incident 
months 275 1 52 8.37 11.700 2.429 .147 5.849 .293
Religiosity 272 4 5 4.30 .458 .889 .148 -1.218 .294
GHQ Somatic Symptomo 296 .00 13.00 4.0473 2.38593 .761 .142 .944 .282
GHQ Anxiety & Insomnia 295 .00 14.00 2.4576 2.48206 1.624 .142 3.917 .283
GHQ Social Dysfunction 295 .00 9.00 6.2271 1.74553 -1.252 .142 1.631 .283
GHQ D epressive 
Symptoms 295 .00 7.00 .5864 1.28511 3.374 .142 12.635 .283
GHQ Total 295 1.00 35.00 13.3288 5.64575 1.160 .142 2.187 .283
ER89 Total 289 33.00 55.00 46.7647 5.08128 -.606 .143 -.267 .286
RIES Total 285 .00 50.00 11.6351 10.11832 1.335 .144 1.816 .288
RIES Avoidance 285 .00 20.00 5.0807 4.75200 .810 .144 -.229 .288
RIES Intrusions 289 .00 23.00 4.7647 4.60450 1.565 .143 2.633 .286
Hyperarousal 290 .00 14.00 1.7897 2.76168 2.181 .143 4.785 .285
Neuroticism 275 14.00 48.00 27.0655 6.63568 .460 .147 -.014 .293
Extroversion 269 30.00 57.00 43.8439 5.17004 .089 .149 .076 .296
O penness 264 17.00 47.00 33.3258 5.50492 -.072 .150 .447 .299
A greeableness 272 25.00 59.00 41.9228 6.58954 -.099 .148 -.062 .294
Conscientiousness 272 34.00 60.00 50.7831 6.30123 -.773 .148 .087 .294
Valid N (listwise) 199
When the explanatory variable fell into only two categories (e.g. army, geographic 
location), the unpaired t-test was used to compare between categories for the normally 
distributed variables, whilst the Mann-Whitney test was used to compare between 
groups for the non-normally distributed variables.
When the explanatory variables took more than two categories (e.g. education, type 
of employment), ANOVA (analysis of variance) was used to compare between 
categories for the normally distributed variables, whilst the Kruskal-Wallis test was 
used to compare between groups for the non-normally distributed variables.
Time since last incident -  categorical scale
Time since last incident was also examined on a categorical scale, splitting the 
volunteers into ‘more than’, or ‘less than’ one week. Differences between the two 
groups were examined using either the Mann-Whitney test or the t-test. The results 
are summarised in Table 13.
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Table 13. Time since last incident correlation with severity measures 
(Categorical scale)
Outcome 1 week or less More than 1 week P-value
GHQ-28 Total^*\
Median (IQ range) Median (IQ range)
13,1 (4,8) 13,6 (6,1) 0,52
Somatic Symptoms 4,3 (2,4) 4,1 (2,4) 0,55
Anxiety & Insomnia 2(1,3) 2(1,4) 0,27
Social Dysfunction 6(4,7) 7(6,7) 0.001
Depressive Symptoms 0 (0,1) 0(0,1) 0,99
RIBS Total 9 (5,14) 9(5,16) 0,69
Avoidance 4(1,7) 4(1,8) 0,70
Intrusion 4(1 ,6) 4(1,7) 0,66
Hyperarousal 0(0,2) 1(0,3) 0,42
(*) Mean (sd) reported. Analysis performed using t-test.
The results indicated that the values of the Social Dysfunction (GHQ-28) subscale 
(U = 9301,5, Ni = 81, N2 = 192, p  = 0,001) were significantly higher for the more 
than one week group than for the less than one week group. No other significant 
differences were found between the two groups of volunteers. The results for time 
since last incident on this revised scale were found to be entirely consistent with the 
results obtained when this measure was examined on a continuous scale.
Education
The difference between education categories was examined using either the Kruskal- 
Wallis test or ANOVA as appropriate, and the results are summarised below. For the 
non-normally distributed variables, the results for each group are summarised by the 
median value (and inter-quartile range), whilst the normally distributed variables are 
summarised by the mean (and standard deviation).
Table 14. Education correlation with severity measures
Outcome Education group Median (IQ range) P-value
GHQ-28
Somatic Symptoms Matriculation 3,1 (1,8) <0.001
Further studies 3,7 (2,0)
Undergraduate 5.2 (3.2)
Higher degree 4.4 (1,6)
Other 3,6 (2,1)
Anxiety & Insomnia Matriculation 2(1,2) <0.001
Further studies 2(0 ,3)
Undergraduate 2,5 (1, 4,8)
Higher degree 2.5 (2,5)
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Depressive Symptoms
GHQ-28 Total
RIES 
RIES Total
Avoidance
Intrusion
Hyperarousal
Other
Matriculation 
Further studies 
Undergraduate 
Higher degree 
Other
Matriculation 
Further studies 
Undergraduate 
Higher degree 
Other
Matriculation 
Further studies 
Undergraduate 
Higher degree 
Other
Matriculation 
Further studies 
Undergraduate 
Higher degree 
Other
Matriculation 
Further studies 
Undergraduate 
Higher degree 
Other
Matriculation 
Further studies 
Undergraduate 
Higher degree 
Other
Matriculation 
Further studies 
Undergraduate 
Higher degree 
Other
1 (0, 5)
7(6,7)
7(5,7)
7(6,7)
7(6,7)
7(5,7)
0 (0, 0)
0 (0, 0) 
0 (0, 1) 
0(0,1) 
0 (0, 1)
11.5(4.8) 
12.3 (4.6) 
11.5 (6.9) 
14.9 (5.7) 
12.1 (4.9)
9 (5, 15.8) 
7(2, 12) 
13(9,21) 
10.5 (6, 16) 
9 (0, 22)
4(1.8, 8) 
3(0,6)
6(3, 10) 
1.5 (0, 7) 
4(0,13)
4(1 ,8)
3(1,5)
4(1 ,7)
5(3,7)
4(0 ,9)
0 (0, 2)
0 (0, 2.3)
1 (0, 2.8) 
1 (0, 2) 
2(0,4)
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0.72
0.002
< 0.001
0.002
< 0.001
0.04
0.11
(*) Mean (sd) reported. Analysis performed using ANOVA
The results indicated that there was a significant difference between the education 
groups for the majority of the outcome measures. There were significant differences 
for the GHQ-28 scores for all factors, with the exception of Social Dysfunction 
(GHQ-28). For all outcomes it was observed that ZAKA volunteers with Higher
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degrees had the highest GHQ-28 scores, whilst the matriculation group had the lowest 
values.
There were also found to be significant differences between groups for the RIES 
outcomes, with the exception of Hyperarousal (RIES). For the total RIES score, the 
highest score was obtained by the Higher degree group, with the lowest score jointly 
obtained by the undergraduate and matriculation groups.
Employed
The differences between those who were and were not employed were examined 
using either the Mann-Whitney test or the t-test. The results are summarised below, 
with the summary statistics being the median (inter-quartile range) for the non- 
normally distributed variables, and the mean (standard deviation) for the normally 
distributed variables.
Table 15. Employment status correlation with severity measures
Outcome Not Employed Employed P-value
Somatic Symptoms
Median (IQ range) Median (IQ range)
3.7 (2.3) 4.1 (2.4) 0.51
Anxiety & Insomnia 2(0, 3) 2(1,4) 0.65
Social Dysfunction 7 (4.8, 8) 7(6,7) 0.89
Depressive Symptoms 
GHQ-28 Total
0(0,0) 0(0, 1) 0.05
12.3(5.0) 13.4 (5.7) 0.38
RIES Total 13(7,17) 9(4,16) 0.05
Avoidance 8(7,8) 4(1 ,8) 0.003
Intrusion 4(3,6) 4 (1,6.3) 0.35
Hyperarousal 1 (0,1) 1(0,3) 0.86
(*) Mean (sd) reported. Analysis performed using t-test.
The analysis results indicated that there were few differences between those who 
were employed and those who were unemployed. The Avoidance (RIES) values were 
found to be significantly higher in the unemployed group compared to the employed 
group (U = 1508.0, Ni = 19, N2 = 266, p  = 0.003). In addition, there was some 
evidence that the total RIES scores were higher in the unemployed group, although 
this results was only of borderline significance (U = 1839.5, Ni = 19, N2 = 266, p  = 
0.05).
Type o f Employment
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Table 16. ZAKA volunteers employment type
Employment type Frequency Percent Mean RIES score
Mean GHQ- 
28 score
Education 70 23.3 14.25 13.84
Religion 60 19.9 14.00 11.48
Professional 33 11.0 11.61 11.82
Clerical 26 8.6 13.42 8.64
Manual 18 6.0 12.78 11.47
Commerce 15 5.0 13.40 16.60
Technical 13 4.3 12.85 10.46
Security 12 4.0 9.50 5.58
Health/Medical 9 3.0 17.67 4.33
Voluntary 8 2.7 10.13 5.75
Self-employed 5 1.7 18.40 8.00
Government 3 1.0 16.00 38.67
The difference in outcomes between the various employment types was examined 
using the Kruskal-Wallis test or ANOVA. The results are summarised in Table 17.
Table 17. Employment type correlation with severity measures
Outcome Employment type Median (IQ P-value
range)
Somatic Symptoms Religion 3.6 (2.6) 0.04
Education 3.7 (2.2)
SecureW olunt/Health 5.2 (2.0)
ProEtechnical 4.4 (2.1)
Clerical 3.6 (2.8)
Government 7.0 (0.0)
Commerce 3.6 (1.4)
Manual 3.8 (2.0)
Self-employed 5.6 (4.1)
Religion 2(1,5)
Education 2 (0.5, 5)
Secure/V olunt/Health 2(1 ,4)
Prof'technical 2 (0, 2.3)
Clerical 1(0, 2.3)
Government 2(2 ,2)
Commerce 2(2,4)
Manual 2.5 (0, 3)
Self-employed 2 (1,4.5)
Religion 7(7,8)
Education 6(6,7)
Secure/V olunt/Health 7(4.5, 7)
Anxiety & Insomnia   0.15
Social Dysfunction   (  <0.001
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Depressive Symptoms
GHQ-28 Total
RIES Total
Avoidance
Intrusion
Prof/technical 7 (4.8,7)
Clerical 7(6,7)
Government 7 (7, 7)
Commerce 7(7,7)
Manual 6(5,7)
Self-employed 8(6,9)
Religion 0(0,1)
Education 0(0,1)
SecureW olunt/Health 0(0, 1)
ProEtechnical 0(0,1)
Clerical 0(0,1)
Government 0(0,0)
Commerce 0(0,0)
Manual 0(0,1)
Self-employed 3(0,5)
Religion 14.0 (5.6)
Education 14.2 (6.2)
Secure/V olunt/Health 12.2 (6.7)
ProEtechnical 12.0 (3.8)
Clerical 13.4 (7.2)
Government 16.0 (0.0)
Commerce 13.4 (0.5)
Manual 12.7 (5.1)
Self-employed 18.4 (9.8)
Religion 9.5 (4, 15)
Education 11.5 (5,17)
Secure/V olunt/Health 6 (1, 7)
ProEtechnical 10.5 (6.8, 16)
Clerical 9 (0,14.3)
Government 39 (38, 39)
Commerce 24 (7, 24)
Manual 6 (0,16)
Self-employed 9(4.5,11)
Religion 4(0, 8)
Education 6(2,9)
Secure/V olunt/Health 1(0,2.5)
Prof/technical 4.5 (2, 7)
Clerical 5(0, 8)
Government 15 (15, 15)
Commerce 10(1,11)
Manual 2(0, 5.5)
Self-employed 4(2 ,4)
Religion 3(1,6)
Education 4(2 ,7)
Secure/V olunt/Health 1(0, 3)
ProEtechnical 5 (3, 6.3)
Clerical 4 (0 ,5)
0.06
0.21
< 0.001
< 0.001
<0.001
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Hyperarousal Religion 0 (0,4) 0.003
Government 16(15,16)
Commerce 8 (6,9)
Manual 4 (0, 6.3)
Self-employed 2(1,7)
(
Education 1 (0,2)
SecureW olunt/Health 0 (0,2)
Prof/technical 1 (0,2)
Clerical 0 (0,2)
Government 8 (8, 8)
Commerce 2(1,4)
Manual 0 (0, 0.3)
Self-employed 0(0,3)
(*) Mean (sd) reported. Analysis performed using ANOVA
There were found to be significant differences between groups for the Somatic 
Symptoms (F(i,g) = 2.10, p  = 0.04) and Social Dysfunction (GHQ-28) (%^ = 35.71, df 
= S,p = <0.001) outcomes. In both cases, the highest scores were obtained by the self- 
employed group. However, there was not found to be a significant difference between 
groups for the other GHQ subscales, or the total GHQ-28 score.
There was found to be a significant difference between employment type groups for 
all of the RIES variables, including the RIES total score (x^  = 35.67, df = 8, /> = 
<0.001). It was found that the Government and Commerce group obtained the highest 
scores on all of the measures.
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APPENDIX E: Ethics approval
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11 May 2004
Dear Mr Fine
Evaluation resilience factors in the face of traumatic events: A study of ZAKA. an 
Israeli disaster rescue service (EC/2004/24/Psvch)
I am  writing to inform you that the  Ethics C om m ittee h as considered  th e  above protocol, 
and the  su b seq u en t information supplied, and has approved  it on the understand ing  that 
the  Ethical Guidelines for Teaching and R esearch  are  o bse rved . For your information, and 
future reference, th e  Guidelines can be  dow nloaded from th e  C om m ittee 's w ebsite  at 
h tto ://w ww.surrev.ac.uk/Surrev/A C E/.
This letter of approval relates only to the study specified in your resea rch  protocol 
(EC /2004/24/Psych). The Com m ittee should b e  notified of any ch an g es  to the  proposal, any 
ad verse  reactions, and if the  study  is term inated  earlier than  ex p ec ted , with reasons.
D ate of approval by th e  Ethics Com m ittee: 11 M ay 2004
Date of expiry of approval by the Ethics C om m ittee: 10 M ay 2009
P lease  inform m e w hen the  research  h as been  com pleted .
Yours sincerely
C atherine A shbee (Mrs)
Secretary , University Ethics C om m ittee 
Registry
cc: P rofessor T D esom bre, Chairm an, EC 
Dr J  Murray, Supervisor, Psychology
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